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Abstract
Historically, health care professionals collaborated solely with other professionals within
the same discipline. However, evidence shows collaboration between all disciplines involved in
patient care leads to improved patient outcomes. Interprofessional collaboration can reduce costs
and improve patient care, yet is used inconsistently in health care systems. Interprofessional
collaboration was not fully used on two medical-surgical units in a large health system in the
Midwest, particularly during the discharge planning process. This project aimed to standardize
rounds on two units as part of a larger initiative to standardize rounds across all units within the
system. The clinical question to be answered follows: Will optimized interprofessional rounds
impact discharge planning to reduce length of stay and improve staff satisfaction? In order to
answer this question, a quality improvement project was implemented. The results of the project
suggested that staff satisfaction and understanding of role expectations improved with optimized,
standardized interprofessional rounds. Results also demonstrated a decreased average length of
stay from pre- to post- implementation. Implications for practice include the use of a standard
toolkit across units within the system. Future considerations include bedside rounding, Hospital
Consumer Assessment of Healthcare Providers and Systems implications, and leadership
education for care managers. Education for team members should be done simultaneously rather
than unit-by-unit. Electronic versions of the audit tool and survey should be used for the
remainder of the initiative. In addition, physicians should be present at rounds across all units.
Lastly, RNs should follow sign-up protocol to ensure efficiency.

Keywords: IPC, interprofessional collaboration, discharge planning, length of stay
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Interprofessional Collaboration to Improve Discharge Planning
Introduction
Inadequate interprofessional communication led to 100,000 deaths annually (Lancaster,
Kolakowsky-Hayner, Kovacich, & Greer-Williams, 2015). Additionally, approximately $240
billion could have been saved with improved use of interprofessional collaboration (IPC)
(Nagelkerk, Coggan, Pawl, & Thompson, 2017). IPC is the involvement of teamwork between at
least two different professions working toward a common clinical goal, and is useful for solving
complex problems when input from multiple clinicians is needed (Green & Johnson, 2015).
Optimal use of IPC has the potential to transform health care delivery and improve patient
outcomes (Bosch & Mansell, 2015; Menefee, 2014; World Health Organization, 2010). IPC
supports the Triple Aim of health care: improvements in patient care, improvements in health
outcomes, and a more efficient, affordable health care system (National Advisory Council on
Nurse Education and Practice, 2015). A single profession cannot uphold the goals of the Triple
Aim independently (Institute for Healthcare Improvement, 2018).
IPC has been shown to transform patient care and discharge planning (The Joint
Commission, 2013). Discharge planning is an important component of successful care
progression for a patient. It is an art to efficiently discharge a patient to the next step, whether
planning for home or a facility, such as Sub-Acute Rehab (SAR) or Long Term Acute Care
Hospital (LTACH). IPC is foundational for safe and effective discharge planning (The Joint
Commission, 2013). An array of disciplines who are caring for a patient are essential to IPC.
Excluding one discipline from the discharge planning process could lead to disconnect and
confusion in the discharge plan (Goldman et al., 2018). Improvements in discharge planning are
needed to transition patients from an inpatient setting to home or a facility (The Joint
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Commission, 2013).
Daily interprofessional rounds provide a structured, scheduled time when various
disciplines can meet to discuss discharge planning for patients, allowing an opportunity for
essential collaboration and communication (Li et al., 2018). Use of IPC has resulted in cost
savings, reduced readmission rates, increased satisfaction, and IPC rounds have led to decreased
length of stay (LOS) (Reeves et al., 2017; Schubert, Myers, Allen & Counsell, 2016; Siaw et al.,
2017). Despite the benefits of IPC and daily rounds, these practices have not been used
thoroughly. This project addressed the effects of IPC rounds on discharge planning and in turn
LOS. The purpose of this paper was to discuss a Doctor of Nursing Practice (DNP) scholarly
project at a large Midwestern acute care health system. This project answered the question “Will
optimized interprofessional rounds impact discharge planning to reduce LOS and improve staff
satisfaction?”
Assessment of Organization
The overarching organization was a large Midwestern acute care health system, a not-forprofit, integrated organization comprised of several urban and rural hospitals (XXX, 2018a).
There were 26,000 employees (XXX, 2016), including registered nurses (RNs), physicians, care
managers, social workers (SWs), pharmacists, physical therapists (PTs), and occupational
therapists (OTs). The health system contained 12 hospitals and 2,000 physicians and advanced
practice providers (XXX, 2016).
Two units within the hospital system were assessed through the filter of The Burke and
Litwin (1992) A Causal Model of Organizational Performance and Change (see Appendix A).
The assessments were completed through interview and observation of the unit managers, RNs,
care managers, chart review, and examination of prior data. Unit A had a staff of 24 RNs, and
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Unit B had a staff of 45 RNs.
Framework: Causal Model Organizational Performance and Change
The Burke and Litwin (1992) A Causal Model of Organizational Performance and
Change (see Appendix A) has two elements, including organizational operation and change
strategies. Within the model, there are transformational factors and transactional factors (Burke
& Litwin, 1992). Transformational factors are impacted by the external environment, and can
affect mission and strategy, culture, and leadership. An organization uses transformational
factors to create a culture of teamwork and implement successful use of IPC. Transactional
factors define the climate of the organization and illustrate a relationship based on exchange
(Burke & Litwin, 1992).
Macro Level Assessment using Transformational Factors
External Environment. The external environment encompasses factors outside the
organization that affect the organization (Burke & Litwin, 1992). One such factor, IPC, is based
on a recommendation from The Institute of Medicine (IOM), that IPC be part of usual care. IOM
recognized IPC is not used to its full potential (IOM, 2011). The Institute for Healthcare
Improvement (IHI) established IPC standards that health systems must meet that are recognized
by the Joint Commission (XXX Newsroom, 2017).
Leadership. Leadership pertains to the executives within an organization that provide a
model for others to follow (Burke & Litwin, 1992). The concept of leadership differs from
management. Leaders understand human behaviors and use that understanding to influence
followers. Managers are familiar with policies and guidelines, and direct individuals to adhere to
the rules (Ellis & Abbott, 2015). Perceptions of followers also play a role within leadership.
Positive perception is the ability of the leader to impart values and routine to followers (Burke &
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Litwin, 1992). The chief executive officer (CEO) had a favorable reputation of supporting
positive initiatives and appropriate culture change. Serving under the CEO were several branches
of administration. The Chief Nurse Executive was the leader of the nursing branch. The nursing
director reported to the Chief Nurse Executive, and the unit manager reported to the nursing
director. Within the IPC team on the units, the providers were the leaders on Unit A, and
demonstrated both democratic and autocratic leadership styles. The providers accepted input but
ultimately made patient care decisions independently (Bass & Bass, 2008). Democratic leaders,
as defined above, are more suitable for IPC. On Unit B, the charge nurse was the leader.
Mission and Strategy. Mission and strategy pertains to the overall management of the
organization. The manager determines the mission and strategy for an organization for followers
to enact (Burke & Litwin, 1992). The overarching mission of the system was to improve the
health of the community and the vision was to become a national leader by 2020 (Shell, 2016).
On both units, RNs and care managers valued patient care and strived to provide the best care
based on current evidence and policies.
Organizational Culture. The culture of an organization pertains to the manner in which
leaders operate the organization. Culture pertains to the rules, regulations, principles and values
particular to that organization (Burke & Litwin, 1992). The values of the health system were
excellence, accountability, compassion, integrity, respect, and teamwork (Shell, 2016).
According to the unit managers and RNs, the culture reflected these values. There was open
communication between the manager and RNs on both units. Clinicians with concerns or
suggestions were encouraged to express them without repercussion. In this way, the clinicians
worked together to ensure the unit was practicing within the defined values (Shell, 2016).
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Organizational Needs Assessment Using Transactional Factors
Management Practices. Management practices comprise the actions taken by the
manager on a routine basis in order to encourage employees (Burke & Litwin, 1992). The unit
managers were involved in the daily routine of the units, often attended and contributed to
rounds, and assisted with patient care as needed. The managers encouraged the RNs and
provided them with the autonomy needed to be proficient. They also kept RNs updated on
changes in the unit via signs, emails, and staff meetings.
Structure. Structure is the manner in which an organization functions. Individuals
involved in the structure of the organization each have a role. These functions collaborate to
uphold the mission and strategy of the organization. The relationships and interactions between
clinicians are part of what determines effectiveness of change (Burke & Litwin, 1992). In the
context of this system-wide initiative, the care management leaders decided to initiate the
change. The care management team determined that the project aligned with the mission and
values of the health system. The pre-rollout rounds on the two units assessed were similar. On
Unit A, the physician led the rounds and on Unit B, the charge RN led rounds. The units lacked
consistently structured rounds and collaboration between disciplines. There was potential for
important components to be missed, leading to avoidable days and longer LOS than necessary.
Systems. Systems refer to the policies and procedures in place to manage the work, goals
and resources of an organization (Burke & Litwin, 1992). The health system did not have a
written policy on IPC, nor a consistent rounds structure across units. In addition, there was
variation in the physician assigned to care for the patients on Unit A, which led to inconsistent
IPC rounds. There were opportunities for improvements in the discharge planning process. The
average LOS for many patients were greater than the geometric LOS (GMLOS), or the allotted
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LOS per diagnosis. Often, this was due to patients being in the hospital for avoidable days.
Avoidable days are days where the patient was in the hospital, but it was not crucial that they be
admitted. Examples of these include a patient who is waiting for surgery, a patient who is
waiting for a Peripherally Inserted Central Catheter (PICC) to be placed prior to discharge, or a
patient who is not discharged due to transportation issues. The care manager and RN did not
always have coordinating expectations or experienced miscommunication.
Work Unit Climate. Climate refers to the feelings that individuals have regarding the
environment within the organization. This encompasses internal feelings, sense of teamwork,
relationships, and nuances specific to this organization (Burke & Litwin, 1992). When clinicians
feel they are part of a team and striving to accomplish the common good, job satisfaction is
higher (Korner, Wirtz, Bengel, & Goritz, 2015), likely improving climate. The climate in the
health system was positive, but varied unit-to-unit. Both unit managers stated that teamwork was
evident, lending to a positive climate.
Task Requirements and Individual Skill and Abilities. Task requirements and
individual skills and abilities refer to the specific proficiencies needed by clinicians to complete
tasks required for work within the organization (Burke & Litwin, 1992). The manner in which
clinicians utilize individual abilities determines the effectiveness of the task (Burke & Litwin,
1992). The task requirements and individual skills are driven by the scope of practice. The health
system provided clear, concise job descriptions and expectations so that individuals understood
duties and expectations (XXX, 2018a). The unit manager reported each clinician had specific
responsibilities and were required to be competent. Unit A had 24 RNs staffed on the unit, and
Unit B had 28 of 45 RNs with a Bachelor of Science in Nursing (BSN). BSNs can lead and
collaborate, enabling them to support IPC (IOM, 2011).
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Motivation. Motivation refers to the tendency to move toward the end goal, including the
objectives that influence an action. Motivation is the energy from achievement, power, affection,
discovery, and other such factors (Burke & Litwin, 1992). The health system was motivated to
improve the health of the individuals in the community (XXX, 2016) and remain a leader in the
state and country (U.S. News and World Report, 2018). On the units, the IPC team was
motivated by an intrinsic desire to provide quality care for each patient and to improve patient
satisfaction.
Individual Needs and Values. Individual needs and values are the factors necessary to
feel inspired to carry out duties and tasks (Burke & Litwin, 1992). Key stakeholders need to feel
valued in order to choose to perform well for the organization (Burke & Litwin, 1992). The unit
managers offered RNs constructive criticism and feedback. This led to a feeling of inspiration for
RNs and care managers to perform and care for patients.
Individual and Organizational Performance. Individual and organizational
performance is the outcome of the task performed by an individual or organization and the tool
by which success is measured, dependent upon the success of key stakeholder actions (Burke &
Litwin, 1992). U.S. News and World Report (2018) recognized the health system as a highly
ranked system. Unit performance was evaluated on patient outcome data and patient satisfaction
surveys. Patient input provided insight into the care they received, beyond what the managers
were able to assess. The unit managers assessed individual performance of each RN annually.
Analysis of Assessment Data
Procedure. Lengths of stay was examined prior to the rollout of the new rounds.
Included were the average lengths of stay of the unit, the national benchmark for LOS, and the
average LOS for the whole system. Data were compiled on Unit A and Unit B, during the
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months from October 2018 to January 2019 (see Appendix B and C).
Results. Prior to care progression rollout, for 50% or more of the time, the average
lengths of stay for both Unit A and Unit B were higher than the benchmark, as well as the
system-wide average LOS (see Appendix B and C).
Clinical Problem
The clinical problem at hand was that average LOS was unnecessarily high, evidenced by
frequent avoidable days during admission. The original cadence of rounds was variable among
units within the system. Prior to implementation, some units had rounds while others did not.
RNs or physicians led rounds, and on some units, RNs were not present every day. There was no
expectation of addressing anticipated discharge date or avoidable days. In addition, IPC was not
consistently utilized, nor to its full potential in the health system or on the units. There were
ample opportunities for improvement in IPC during rounds.
Ethics and Protection of Human Subjects
The health system and university Institutional Review Board (IRB) determined this
project to be quality improvement (see Appendix D and E) in January 2018. No issues arose with
human subjects or data management.
Stakeholders
Key stakeholders were individuals who were involved in the initiative, and without
whom the project would not have occurred (Moran, Burson, & Conrad, 2017). Patients and
families were the main stakeholders, regardless of their lack of involvement in rounds. Daily
rounds ultimately strived to benefit patients and family members. Although they were not present
in the discussion, patients and their care were being discussed during rounds.
Key stakeholders who were present during rounds included unit managers, RNs, care
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managers, care management leadership, charge RNs, and physician advisors. The unit manager
oversaw long-term goals on the unit as well as day-to-day operations. RNs provided direct
patient care, educated and instructed patients during hospitalizations. RNs were first line for
practice change and very influential on a project’s success. Care managers and SWs worked with
patients and families throughout hospitalization, particularly during discharge planning. The care
manager led the new cadence for rounds and focused on progressing care of the patients. The
care manager supervisors and manager oversaw the practice change and observed rounds for
progress. The physician advisors were hospitalists who worked full-time on this initiative.
During the rollout phase, they attended rounds, offered advice, and clarified what cases needed
to be escalated, or which cases required additional consideration. After rollout was complete, the
physician advisors attended rounds less frequently but remained available when assistance was
required to successfully navigate barriers to discharges.
Attending physicians and pharmacists were also involved in rounds dependent on unit
needs, and therefore they too were key stakeholders. The pharmacist assisted with a medication
reconciliation throughout hospitalization and new medication information that was provided at
discharge. The physician diagnosed and treated patients. Prior to rollout, there were no PTs or
OTs present at rounds. However, these disciplines were often part of the patient care team, and
were included in rounds during rollout. To successfully implement an IPC practice change, buyin was necessary from all levels.
Strengths, Weaknesses, Opportunities, and Threats (SWOT)
A SWOT analysis evaluates strengths, weaknesses, opportunities, and threats of an
organization (Moran, Burson, & Conrad, 2017). These factors can impact the ability to plan and
achieve change. SWOT provides insight into aspects of an organization and how to implement
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change (Fallon, 2018; Moran, Burson, & Conrad, 2017) (see Appendix F).
Strengths. Strengths are positive aspects of internal elements of an organization (Moran,
Burson, & Conrad, 2017). The health system was a large organization with a multitude of
resources including experienced providers, RNs, care managers, SWs, and pharmacists. Across
the health system, 70% of the RNs were BSN-prepared (XXX, 2018b). BSN education provided
RNs with a more substantial foundation of leadership and collaboration (IOM, 2011), more
effectively preparing them for a role in IPC. IPC team members were motivated to help patients.
Weaknesses. Weaknesses come from within the organization and hinder organizational
progress (Moran, Burson, & Conrad, 2017). IPC rounds were conducted at a tabletop rather than
at the bedside. This excluded key stakeholders, the patient and family members, from
involvement in decision making. There were no policies that defined IPC or clarified when and
how to utilize IPC. In addition, there was a system-wide EHR change in the fall of 2017. With
EHR change comes an adjustment period for clinicians. During a change, clinicians need to
discover the new normal, and determine how IPC best fits.
Opportunities. Opportunities are external factors that are helpful to the organization
when implementing change (Moran, Burson, & Conrad, 2017). Each day of admission cost
$2,245 (Henry J Kaiser Family Foundation, 2016), and LOS could be reduced by ten days on
average, by implementing successful collaboration (Dunn et al., 2017). This was a significant
opportunity for improvement.
Threats. Threats exist external to the organization and impact an organization in a
negative way (Moran, Burson, & Conrad, 2017). Threats to the organization included resistance
to change (Bateh, Castaneda, & Farah, 2013). If key stakeholders did not buy into a plan for
transformation, the actions necessary for the change to occur were not implemented. In addition,
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the key stakeholders likely had differing views on and definitions of IPC and rounds,
exacerbated by the fact that the institution did not have a universal definition of IPC or structure
for rounds.
Clinical Practice Question
Based on the assessment, SWOT, IOM, IHI, and the Joint Commission
recommendations, a quality improvement project was appropriate. The project helped answer the
question “Will optimized interprofessional rounds impact discharge planning to reduce LOS and
improve staff satisfaction?”
Review of the Literature
The aims of the literature review were to answer the following questions. Does IPC improve
discharge planning, patient outcomes, readmission rates? Is IPC standardized?
Methods
The Preferred Reporting Items for Systematic Reviews and Meta-Analyses (PRISMA)
guided this review (Moher, Liberati, Tetzlaff, Altman, & PRISMA Group, 2009). A
comprehensive electronic search was conducted in the CINAHL, PUBMED, and Cochrane
databases limited to English language during 2015 to 2018. Keywords were interprofessional
collaboration, multidisciplinary team, interdisciplinary team, and adult.
Inclusion and Exclusion Criteria
Included were samples of adults, 19 years of age and older. Excluded populations were
children, patients in oncology, surgery, obstetrics, intensive care units (ICU), outpatient
rehabilitation, main diagnosis mental illness, palliative care, and telemedicine. Interventions
included IPC meetings, rounds and models. Comparisons were usual care. Studies included were
those that demonstrated use of IPC improved health outcomes or cost. Excluded were studies
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that found no benefit or had ambiguous outcomes.
Summary of Results
Four papers met the inclusion criteria and were included (see Appendix G and H). Three
randomized controlled trials (RCTs) (Connolly et al., 2016; Schubert, Myers, Allen, and
Counsell, 2016; Siaw et al., 2017) and one systematic review were included (Reeves et al.,
2017). Each study demonstrated positive outcomes due to IPC. Variance in intervention type
were found.
Study Characteristics
One RCT occurred in four outpatient health care facilities (Siaw et al., 2017) while the
other two were in long-term care facilities, assisted living facilities, or home (Connolly et al.,
2016; Schubert, Myers, Allen & Counsell, 2016). This review included 9,128 participants, 2,588
in the RCTs and 6,540 in the systematic review. The systematic review included high-income
countries, and involved participants within the health care profession (Reeves et al., 2017). One
RCT had individuals 65 years old and above (Schubert, Myers, Allen, and Counsell, 2016) while
another study had patients 21 years old and above with Type 2 Diabetes, along with
polypharmacy and comorbidities (Siaw et al., 2017). The final study had residents from 36 longterm care facilities (Connolly et al., 2016).
Intervention and Comparison Characteristics
IPC Discipline. IPC teams included nurses and pharmacists in all of the studies, and
other clinicians included geriatricians, other physicians, NPs, program support assistants,
psychologists, social workers, dietitians, gerontology RN specialists, podiatrists, dentists,
hygienists, midwives, various therapists, and radiographers (Connolly et al., 2016; Reeves et al.,
2017; Schubert, Myers, Allen, and Counsell, 2016; Siaw et al., 2017). In total, 21 different types
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of disciplines were included, with nursing the most common, followed by pharmacists and
physicians.
Interventions. Interventions included home visits (Schubert, Myers, Allen, and Counsell,
2016), office visits (Siaw et al., 2017), IPC rounds, meetings, and checklists (Reeves et al.,
2017). Enhanced education and clinical coaching were provided in one RCT (Connolly et al.,
2016). Follow-up visits were facilitated in three- to six-week increments across two studies
(Schubert, Myers, Allen, and Counsell, 2016; Siaw et al., 2017). RN educators or dietitians,
along with pharmacists, met with diabetic patients every four to six weeks for 20 to 30 minutes
each time in one study (Siaw et al., 2017). In another study, within seven days of discharging
from the hospital, an NP and social worker visited Veterans to address post-discharge concerns
and a comprehensive geriatric assessments were conducted after three to four weeks (Schubert,
Myers, Allen, and Counsell, 2016). IPC rounds, meetings, and checklists routinized coordination
of care among various disciplines to ensure IPC use (Reeves et al., 2017). Members of the IPC
team met during the planning stages and to discuss outcomes after the intervention was
implemented (Connolly et al., 2016; Schubert, Myers, Allen, and Counsell, 2016). IPC team
meetings discussed medications and plan of care prior to implementation (Connolly et al., 2016).
Site visits were discussed with the interdisciplinary team (geriatrician, pharmacist, and
psychologist or mental health liaison) and communication with PCP occurred (Schubert, Myers,
Allen, and Counsell, 2016).
Comparisons. All studies compared to usual care, which in the most part, was not
defined (Connolly et al., 2016; Schubert, Myers, Allen, and Counsell, 2016; Reeves et al., 2017;
Siaw et al., 2017).
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Measures
Interventions were measured in a variety of ways. One study recorded the number of
ischemic heart disease, cardiac failure, stroke, COPD, and pneumonia hospital admissions before
and after the intervention (Connolly et al., 2016). Another used 30-day readmission rates
(Schubert , Myers, Allen, and Counsell, 2016). Problem Areas in Diabetes (PAID) and Diabetes
Treatment Satisfaction Questionnaires (DTSQ) were measured in a single study (Siaw et al.,
2017). Several patient health indicators were measured in the systematic review, including
mortality, morbidity, incidence of disease, duration of disease, cure rates, quality of life, quality
of care, functional status, and complication rate (Reeves et al., 2017). Outcomes monitored
included readmission rates, adherence to protocols, continuity of care, resource use, and patient
satisfaction (Reeves et al., 2017). In sum, 13 measures were used across the four articles.
Efficacy of Interprofessional Collaboration
IPC demonstrated improved satisfaction of patients regarding management of chronic
illness (Siaw et al., 2017). Admission rates for five diagnoses (cardiac failure, ischemic heart
disease, chronic obstructive pulmonary disease, and stroke) were reduced with IPC use
(Connolly et al., 2016). In another study, IPC rounds decreased LOS from 6.06 days to 5.46
days, and improved resource use and costs (Reeves et al., 2017). IPC led to fewer ED visits, 30day readmissions, hospitalizations, and less acute care use (Schubert, Myers, Allen & Counsell,
2016). Cost savings were found in three studies (Reeves et al., 2017; Schubert, Myers, Allen &
Counsell, 2016; Siaw et al., 2017).
Evidence to be used for Project
IPC was not standardized nor consistently used, studies included had differing
combinations of professions, yet demonstrated positive effects on outcomes. IPC contributed to
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cost savings; reduced readmission rates and LOS; improved interactions among primary,
secondary and long-term care settings; improved distress related to illness; and increased
satisfaction (Connolly et al., 2016; Reeves et al., 2017; Schubert, Myers, Allen & Counsell,
2016; Siaw et al., 2017). Limitations of this review included variation among the interventions
and different measures of IPC making across article comparisons challenging. Although there
was no evidence of IPC use during discharge planning, IPC was an integral piece of health care
and demonstrated significant impact on system and patient outcomes. An evidence based IPC
intervention could include standardization, clear guidelines, and implementation through patient
care to discharge planning.
Project Plan
Purpose of Project and Objectives
This DNP project conducted was a quality improvement project, improving and
standardizing rounds across two units in a large health system, as part of a larger initiative to
implement this change across all units over a year.
Objectives for the project included the following. Evaluate the current practices of
discharge planning during daily rounds. Evaluate interprofessional staff knowledge and
satisfaction related to purpose of daily rounds, pre- and post- implementation. Design
implementation toolkit that includes guidelines and audit tools for discharge planning during
structured daily rounds. Implement structured guidelines to enhance and/or optimize daily rounds.
Finally, evaluate impact of improved discharge planning during structured rounds on LOS.
Design for the Evidence-based Initiative
The project design was a quality improvement project. Quality improvement is very
effective when implementing change (Moran, Burson, & Conrad, 2017).
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Setting
The project took place within two medical-surgical units. Unit A contained 24 beds and
included medical-surgical patients with diagnoses such as pneumonia. Unit B had 38 beds and
included patients with gastrointestinal and genitourinary conditions. Administrative approval to
conduct the project at this location was provided by the site (see Appendix I).
Participants
The participants on both units included RNs, care managers, charge RN, and unit
manager. In addition, Unit A included an attending physician and pharmacist. During the rollout
phase, a care manager leader and physician advisor were present on both units most days.
Phenomenon Model: The Big Five in Teamwork
IPC is the phenomenon that was investigated for the project. The principle of IPC was
teamwork. The Big Five in Teamwork (Salas, Sims, & Burke, 2005) model described advantages
of teamwork and the mechanisms used to achieve successful teamwork (see Appendix J).
Complex problems were more easily solved when teamwork was used. In order for effectiveness
and efficiency, the team must have reasonable processes in place (Salas, Sims & Burke, 2005).
Five components have led to effective teamwork: leadership, mutual performance monitoring,
backup behavior, adaptability, and team orientation (Salas, Sims, & Burke, 2005).
Team Leadership. Team leadership refers to a leader who does not make decisions for
the team but instead facilitates the team to work together toward a common goal. A good team
leader has the ability to empower the team members to work effectively and interdependently
(Salas, Sims & Burke, 2005). The team leader role begins with creating and maintaining a shared
model. The leader ensures that the team members understand the goals and objectives of the
team, and the scope of practice of each member (Salas, Sims, & Burke, 2005). The team leader is
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aware of resources, both within the organization and externally, and keeps the team members
abreast of the realities (Salas, Sims, & Burke, 2005). IPC would be more effective if all
clinicians worked within their scope of practice and made decisions collaboratively. On Unit A,
the provider led the rounds and made the decisions. On Unit B, rounds were done four days a
week with only the charge nurse, unit manager, and clinical nurse specialist. One day a week,
rounds included this team as well as bedside RNs. The team members and purpose of rounds
were inconsistent across units. To improve IPC, the leader should help facilitate each clinician to
work within their scope and expertise.
Mutual Performance Monitoring. Mutual performance monitoring is the continuous
action of evaluating other team members to verify each member is following the plan and
maintaining procedures (Salas, Sims, & Burke, 2005). The team members need to keep each
other accountable for achievements. According to the model, mutual performance monitoring
increases effectiveness of teamwork by utilizing backup behavior (Salas, Sims, & Burke, 2005).
In IPC, each clinician is a necessary member of the team. They each have a unique scope of
practice and individual expertise. All team members must be aware of the weaknesses and
strengths of their teammates and monitor for appropriate performance.
Backup Behavior. Backup behavior refers to the ability to assess the current situation,
recognizing the need to backup to correct work distribution if necessary (Salas, Sims, & Burke,
2005). First, feedback is offered. Assistance is given to teammates who have an abundance of
tasks, and overdue tasks are completed. Including backup behavior as one of the five pillars,
ensures that all tasks are completed (Salas, Sims, & Burke, 2005). Clinicians in IPC need to work
together, ensuring all needs of patients are met. If there is a requirement to be met prior to
discharge, and one clinician is unable to complete it, the team needs to do the task. When
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appropriate, another clinician, with an overlapping scope of practice, can accommodate.
Adaptability. Adaptability helps the team reach the objectives more smoothly. When
team members are adaptable, they are able to recognize when the course is deviating from the
original plan, and perform actions to adjust appropriately (Salas, Sims, & Burke, 2005). Team
members must be accountable to one another and be adaptable, just as they do in backup
behaviors and mutual performance monitoring (Salas, Sims, & Burke, 2005). When ideas do not
go as planned, team members must adapt and adjust. It is the duty of all team members to ensure
other members of the team are adapting appropriately and continuing to follow a mutual
objective. The greater the adaptability, the more effective the team will be (Salas, Sims, &
Burke, 2005). As described earlier, all members of the team are necessary for the good of the
patient, and must remain adaptive, continually keeping other clinicians accountable.
Team Orientation. Lastly, team orientation includes the partiality toward working in a
team. Additionally, team orientation describes the enriched individual experience that occurs as
the result of coordinating, evaluating, and utilizing inputs form other team members in
performing tasks to reach a goal (Salas, Sims, & Burke, 2005). Evidence demonstrates that
successful IPC is beneficial to health care delivery. Teamwork is the baseline for successful IPC.
RNs and providers on the unit appreciated the need for teamwork, but there were opportunities
for growth and change, with the ultimate goal of IPC and collaborative, structured daily rounds
across the health system.
Implementation Model: Kotter’s Eight Step Change Model
The Kotter Eight Step Change Model (Kotter Inc., 2018) guided the project design (see
Appendix K).
Create. A sense of urgency was created (Kotter Inc., 2018). IPC was not utilized to its
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fullest potential prior to initiation of the project, demonstrated by inconsistent discharge planning
leading to long LOS and avoidable days within the system. Standardized rounds had been found
to decrease LOS (Lau & Dhamoon, 2017). In order to improve patient care and save costs,
actions had to be taken to decrease LOS. Key stakeholders needed to be included in the sense of
urgency and needed to buy-in to improve IPC.
Build. A guiding coalition had to be built to proceed in change (Kotter Inc., 2018). Leaders
among the key stakeholders became champions. Champions included the care management leaders
and unit managers. These individuals understood the state of urgency and subscribed to the vision.
In this project, the champions needed to understand that IPC was not being utilized to its fullest
potential, and rounds needed improvement.
Form. A strategic vision and initiatives were formed (Kotter Inc., 2018). The vision needed
to encompass the goals of the project, standardized rounds and successful discharge planning. The
champions agreed with the vision and initiatives. The overarching organizational vision was to
become a national leader by 2020 (Shell, 2016). By standardizing rounds and decreasing average
LOS, the organization had potential to achieve this vision.
Enlist. A volunteer army was enlisted (Kotter Inc., 2018). In this project, the members of
the volunteer army first included the champions, and then expanded to include the IPC team
members involved in rounds. This change was mandatory for team members. However, there
were individuals who exceeded expectations and volunteered to generate exhilarating
experiences during rounds.
Enable. Barriers must be removed to enable action (Kotter Inc., 2018). A major barrier of
standardized rounds throughout the system was lack of structure, and the reality that rounds
differed greatly among units. Implementing the standardized rounds structure throughout the
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units in the system removed that barrier and gave way for improvement.
Generate. Short term wins were generated (Kotter Inc., 2018). Each day after rounds, a
debriefing was performed. Daily progress was acknowledged and discussed. Daily audits were
performed during rounds (see Appendix L). This easily showed progress occurring during
rollout. In addition, a second audit tool (see Appendix M) was utilized to understand when a unit
reached stability in rounds. Meeting stabilization meant that a unit met certain criteria, such as
preparation by all team members, rounds led by the care manager, pertinent information
discussed, and care manager comfortable determining which patients needed to be addressed
with physician advisors. These audit tools demonstrated small and larger wins as standardized
rounds were implemented.
Sustain. Sustaining acceleration (Kotter Inc., 2018) is important. The key stakeholders
needed to remain excited for the change, in order to continue momentum and progress to
stabilization of rounds. The clinicians involved in this project needed to maintain participation and
willingness to evaluate current practice and modify as necessary. The key stakeholders needed to
retain the sense of improvement.
Institute. Instituting change (Kotter Inc., 2018) is the ultimate outcome of the eight-step
model. After the rollout on these two units, the change became standard practice. Currently, the
leaders can continue to be advocates for change. To assess that change, a pre- and post- survey was
utilized (see Appendix N).
Intervention: Implementation Steps and Strategies
The intervention was a QI project. Implementation strategies are shown in Appendix O,
to detail each step of the project, and strategies that were necessary for implementation.
Evidence-based strategies were used for this project.
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Implementation Strategies are as follows (Powell et al., 2015).
1. Develop a formal implementation blueprint.
a. An implementation toolkit was created (see Appendix P, Q, and R) based on
evidence (Green & Johnson, 2015; Henneman, Kleppel, & Hinchey, 2013; IHI,
2010; Kenaszchuk, Reeves, Nicholas & Zwarenstein, 2010; Li et al., 2018). This
was created in December 2018 and modified through February 2019 to be adapted
for broad use across all units within the system.
2. Assess for readiness and identify barriers and facilitators.
a. Performed during organizational assessment. Observed IPC rounds. Created a
pre- and post- survey to identify staff understanding. The assessment and presurveys were completed between November 2018 and January 2019.
3. Distribute educational materials
a. Implementation toolkit created, and provided to unit manager in Unit A and Unit
B. Contained information related to rationale for process change, expectations,
education for staff, and audit tools.
4. Involve executive boards
a. The physician advisory group met every two weeks. This group contained all key
stakeholders for the initiative, including DNP student. The advisory group
discussed the process of the initiative, along with reviewing data and feedback on
the units.
5. Organize clinician implementation team meetings
a. Information and opinions were obtained from the unit managers of the two initial
pilot units where rollout took place. They provided feedback, lessons learned, and
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support of the process. A meeting was then held with the unit managers of the
next two units for rollout (Unit A and B). These units both rolled out in January.
Finally, meetings with the unit managers of Unit A and Unit B were had to
discuss suggestions for the toolkit from the unit manager perspective. At these
meetings, insight and feedback about their needs were gained.
6. Stage implementation scale up
a. This project was gradually rolled out, with plans to continue through all units until
Fall 2019. The DNP project involved the rollouts for two units, two weeks apart,
in January 2019. The complete initiative is a gradual process throughout the
organization taking one year to accomplish.
7. Promote adaptability
a. Through assessments of the units, it became clear that each unit had different
needs. For instance, some units already had providers in rounds while others did
not. Unit A included providers, and this continues. Unit B did not include
providers. The structured rounds require that care mangers lead rounds, regardless
of the other disciplines present. Key to success and sustainability is the ability to
adapt tools to meet the needs of each unit while ensuring consistent elements
across units.
The toolkit was adapted for use across the system. Several changes were
made. The toolkit was divided by discipline: unit manager, care manager and
bedside nurse. Guidelines were updated, and the daily rounds structure was
modified to offer a structure with or without physician presence. The daily audit
tool was utilized to ensure adaptability to new rounds by staff members.
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8. Audit and provide feedback
a. Part of the implementation toolkit is an audit tool that was used to ensure
sustainability and continued compliance with structured daily rounds. Daily audits
were performed by observing IPC rounds and interactions between clinicians (see
Appendix L). At the end of the rollout period, a rollout audit (see Appendix M)
was done on each unit to determine when they reached stabilization. Feedback
was provided to unit managers and care management leadership, and reviewed at
the physician advisor meetings.
9. Assess competency of daily rounds
a. A pre- and post- survey was created to assess improvement in staff understanding
and satisfaction with daily rounds following the implementation of structured
daily rounds.
Measures
Measures included field notes, discussion with unit managers and care management
team, daily audit tool (see Appendix L), rollout audit tool (see Appendix M), survey (see
Appendix N), and use of toolkit (see Appendix P, Q, and R).
Data Collection Procedures
Data collected included audit tool, survey, and LOS data. The student collected audit
and survey data. Data stating LOS each month was retrieved by the site mentor. The audit tools
were approved by the faculty advisor and site mentors. Data from this tool provided insight
into patterns within and across units. Data from the audit tool delivered information on the
disciplines present at rounds and the specific topics covered during rounds, as well as
information on the duration of rounds each day. Data from this tool provided insight into the
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knowledge gained by IPC team members from before to after rollout. Additional data collected
were LOS for the units, which was retrieved by the site mentor and provided to the student.
LOS data post-implementation indicated whether there was a reduction in LOS on the units
coinciding with the implementation of structured rounds.
Audit and survey data were collected in person, through observations of IPC rounds and
clinician interactions, as recorded in the daily audit tool and in field notes. LOS data were
collected electronically. Data collection occurred over four weeks per unit. Each day, the student
was available to the unit staff for questions. Observation of IPC rounds were done, followed by
debriefing with clinicians. Debriefing was an integral component of the rollout phase. In
addition, the DNP student observed interactions between various disciplines that occurred prior
to, and following, IPC rounds.
Data Management
The student managed all data. The student recorded daily audit tool observations and preand post-survey answers on an Excel. LOS data were provided by site mentor. Data did not
contain protected health information, so did not need to be individually de-identified. Unit names
were de-identified for the purpose of this paper. Data was stored on a password-protected
computer.
Analysis
Data were analyzed using descriptive analysis, MEANS procedure, and FREQ
procedure using SAS software. Data were reported in charts, graphs, raw numbers, and
percentages. The nominal yes/no questions were analyzed for percentage of each answer
chosen. The Likert-scale questions were analyzed based on percentage of value options that
were selected. Additional comments and field notes were analyzed and main themes were
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discovered.
Resources & Budget
The budget was reflective of several factors (see Appendix S). The majority of expenses
included compensation for members of the IPC team. For this project, the DNP student acted as
the project manager, and spent a total of 200 hours on assessments, observations, auditing, data
collection, and data analysis. The statistician spent a total of 10 hours on meeting with the DNP
student and analysis. The project manager and statistician provided in-kind donations of time.
Thus, the revenue negated the costs for these individuals. Two unit managers each spent a total
of five hours supplying information for the project and discussing the plan. The site mentor spent
a total of ten hours discussing the project, verifying plans, and following up throughout the
process (PayScale, 2018).
Members of the team who participated in the surveys included RNs, providers, unit
managers, and care managers. These individuals allocated time to surveys. Between the two
units, the participants of the surveys included 31 RNs, two unit managers, one care manager, one
physician, one ‘other’ response, and two individuals who did not specify a discipline. Each
survey took approximately five minutes. This is a total of 155 minutes of RN time, 10 minutes of
unit manager time, five minutes of care manager time, and five minutes of physician time. For
the ‘other’ response and lack of response, these three participants were included in the RN time,
for sake of completion, making the total RN time 170 minutes (PayScale, 2018). In addition,
each physician advisor and care manager spent one hour per day, for 20 days for rollout (ten days
on each unit) and were applied to the budget accordingly.
Each day of admission costs $2,245 (Henry J Kaiser Family Foundation, 2016), and by
implementing successful rounds, LOS can be reduced by ten days on average (Dunn et al.,
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2017). This approximated a revenue of $22,450.00 per patient. This totaled an operating income
of $16,983.93.
Timeline
The timeline for this project can be viewed in Appendix T. This project began in October
2017 by discussing the lack of consistency of IPC use across the health system. A sense of
urgency (Kotter Inc., 2018) was felt by the DNP student. IPC has been demonstrated to be
beneficial. However, the evidence-based use was not reflected in the health system or unit. From
that point, the project evolved.
Results
Daily Audit Tool
Duration of Rounds. There were 22 audits conducted overall, 11 on each unit. Daily
rounds were observed beginning on Day 1 of rollout on Unit A and B. On both units, the
duration of daily rounds was between 22 and 52 minutes, as shown in Appendix U. The duration
of rounds on Unit A on Day 1 was 38 minutes, and on Day 11 was 37 minutes. On Unit B,
rounds were 52 minutes on Day 1 and 45 minutes on Day 11 (see Appendix V).
Disciplines Present. The disciplines present (see Appendix W and X) in rounds differed
from unit to unit. On Unit A, care manager, physician, and RN were present 100% of the time,
PT, pharmacist, pharmacy student and unit manager present 73% of the time, and SW and patient
were not present during any of the rounds. The majority of patients had the same attending
physician, who came to rounds and discussed patients with the team. A pharmacist or pharmacy
student were also present. The care manager was the leader 82% of the time, RN led 9% (1 of
11) of the time and other 9% (1 of 11) of the time (see Appendix Y and Z). In this case, the
‘other’ was the physician advisor, as recorded in field notes.
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On Unit B, the care manager and RN were present 100% of the time, unit manager 90%,
SW 73%, PT 27%, and not present at any rounds were physician, pharmacy, pharmacy student,
or patient. Unit B did not have attending physician or pharmacy attendance at rounds. The care
manager was the leader of the rounds 100% of the time.
Material Covered During Rounds. The next section of the Audit Tool (see Appendix L)
asked specific questions pertaining to the material covered during rounds. On Unit A, the
GMLOS (see Appendix AA) was discussed 81% of the time. The Expected Discharge Date (see
Appendix BB) was discussed 73% (8 of 11) of the rounds. The Admission Status (see Appendix
CC) was discussed 9% (1 of 11). The Plan for the Day and Plan for the Stay, (see Appendix DD)
was discussed 100% (22 of 22), and Discharge Planning (see Appendix EE) was discussed 100%
(11 of 11) rounds as well. Therapy recommendations (see Appendix FF) were discussed 36% (4
of 11) of rounds. Barriers were identified (see Appendix GG) 91% (10 of 11) of the time on Unit
A. An escalation plan (see Appendix HH) was created 54% (6 of 11) of the time. Finally,
interruptions to rounds (see Appendix II) occurred at 73% (8 of 11) of the rounds.
On Unit B, the GMLOS (see Appendix AA) was discussed 100% of the rounds. The
Expected Discharge Date (see Appendix BB) was discussed at greater length on Unit B than on
Unit A, 91% (10 of 11) of the rounds. The Admission Status (see Appendix CC) was discussed
36% (4 of 11) of rounds. The Plan for the Day and Plan for the Stay (see Appendix DD) was
discussed 100 % (22 of 22) of the time, and Discharge Planning (see Appendix EE) was
discussed 100% (11 of 11) of the time. Therapy recommendations (see Appendix FF) were
discussed 45% (5 of 11), and barriers were identified (see Appendix GG) 100% (11 of 11) of the
time. An escalation plan (see Appendix HH) was created 64% (7 of 11) of the time. Finally,
interruptions to rounds (see Appendix II) occurred 73% (8 of 11) of the time on Unit B.
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Observation. Within the daily audit tool (see Appendix L), free text options were
available (see Appendix JJ). There were four themes identified from the two units. The first
theme were frequent and excessive side conversations or discussions regarding topics other than
information for rounds. The second was an abundance of time spent waiting for the next RN to
come to rounds. The third was PT recommendations were often not discussed, and in the cases
that a PT was present, the other disciplines often neglected to give them a chance to speak.
Lastly, float care managers had not yet been trained in the new structure of rounds, which led to
confusion and disorganization. In addition, it was noted that rounds rarely started on time.
Surveys
Participation. There were 26 pre- and 12 post-surveys completed between Unit A and B.
On the pre-surveys, participation included 81% (21 of 26) RNs, 7.7% (2 of 26) unit managers,
3.8% (1 of 26) physician, 3.8% (1 of 26) other, and 3.8% (1 of 26) did not complete the
discipline. Of the post-surveys, participation included 83% (10 of 12) RNs, 8.3% (1 of 12) care
manager, and 8.3% (1 of 12) left unanswered (see Appendix KK).
Satisfaction. There was an overall difference in staff satisfaction. Among the presurveys, 62.2% of the answers were “agree” and “strongly agree,” where these answers
comprised 73.5% of the post-surveys (see Appendix LL). This was an 11.3% improvement in
understanding and satisfaction from pre- to post- implementation.
Survey Question Results. When asking the participants about the cadence of the rounds
(see Appendix MM), the percentage of participants who answered “agree” or “strongly agree” in
the pre-surveys was 88.5% (23 of 26) compared to 100% (12 of 12) in the post-surveys. The
difference between pre- and post- surveys regarding understanding the roles of the other team
members (see Appendix NN) improved from 12%, from 88% (22 of 25) to 100% (12 of 12). The
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difference between pre- and post- surveys regarding understanding of personal roles (see
Appendix OO) remained stable at 92.3% (24 of 26) and 91.7% (11 of 12).
The pre- and post-survey for understanding of the GMLOS (see Appendix PP), improved
from 11.5% (3 of 26) to 50% (6 of 12). The pre- and post-survey for understanding of the “Plan
for the day, plan for the stay” (see Appendix QQ) improved 18.7%, from 68.8% (33 of 48) to
87.5% (21 of 24). Understanding of Escalation criteria (see Appendix RR) improved 13.5%,
from 61.5% (16 of 26) to 75% (9 of 12). Participant understanding of the discharge plans for
their patients improved 29.4% (see Appendix SS), from 61.5% (16 of 26) to 90.9% (10 of 11).
Length of Stay
Appendix TT and UU demonstrate LOS on each unit, in comparison to the hospital and
the corresponding Milliman benchmark. The hospital averages are the same for both units. The
Milliman benchmarks differ between units, as they are based on diagnoses.
Implementation for Unit A began on January 14, 2019. The average LOS from October
2018 to December 2018, prior to implementation, was 4.96 days. There was one month of postimplementation data, from February 2019. The average LOS in February was 4.87 days (see
Appendix VV). For an equivalent comparison, results from one month prior to implementation
(December 2018) were compared to results from one month post-implementation (February
2019). The average LOS in December 2018 was 4.96 days as compared to average LOS in
February 2019, 4.87 days (see Appendix WW).
Implementation on Unit B began on January 29, 2019. The average LOS from October
2018 to December 2018 was 4.94 days. Consistent with the data from Unit A, there was one
month of data from after implementation occurred. The average LOS in February 2019 was 4.80

INTERPROFESSIONAL COLLABORATION

37

days (see Appendix VV). Results from December 2018 demonstrated an average LOS of 5.32
days, and results from February 2019, an average LOS of 4.80 days (see Appendix WW).
Discussion
The clinical question enquired ‘Will optimized interprofessional rounds impact discharge
planning to reduce length of stay and improve staff satisfaction?’ This question was addressed by
ensuring standardization of daily rounds across two medical surgical units within a large health
care system.
The LOS results demonstrated a decrease in average LOS from pre-to postimplementation. However, there was only one month of post-implementation data, leading to an
inability to perform statistical analyses. This initiative is a gradual, extensive process, and LOS
data will be monitored on a long-term basis for the purpose of the larger organizational initiative.
A decreased average LOS on each unit is expected to occur as the initiative continues, based on
findings from the literature. In one review, LOS was 5.46 days for patients who had been
discussed in IPC rounds and 6.06 days in the control group with usual care (Reeves et al., 2017).
This improvement led to a reduction in cost, from $8090 mean total charges to $6681 (Reeves et
al., 2017). Another study demonstrated a 15% decrease in LOS after initiating IPC rounds that
were focused on discharge planning (Dutton et al., 2003).
Staff understanding and satisfaction improved with use of structured, interprofessional
rounds. Regarding staff satisfaction, there was an 11.3% increase in “agree” and “strongly agree”
results from the pre- to the post-survey. These results signified that staff agreed more with
comfort level of the terminology and satisfaction of the success of rounds after implementation.
This was supported by the literature as well. One study found that nursing staff satisfaction
increased when IPC rounds were implemented, thus improving communication between
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disciplines. Nurses felt more valued as team members and their overall fulfillment within their
positions increased (Sharma & Klocke, 2014).
There were unexpected findings within the daily rounds and survey responses. Ideally the
care manager would lead rounds 100% of the time. This occurred on Unit B. However, on Unit
A, there were circumstances where the care manager present was unfamiliar with the new
cadence of rounds, and an individual from another discipline led. In addition, Unit A called out
the admission status less than anticipated. Lastly, there is literature to support that IPC rounds be
done at the bedside to include a key stakeholder; the patient. In one study, rounds were
standardized to include patients, and patients felt that their medical team did a better job caring
for them (Monash et al., 2017). This is a discrepancy from current practice, and a
recommendation for the future.
Limitations
There were several limitations for this project, however there were lessons learned. First,
the sample size of individuals that completed the surveys did not support statistical analysis. The
key stakeholders had to buy-in to this practice change on some level, since the change was
mandatory across the system. However, when encountering components of the rollout that were
deemed optional, buy-in was only a small portion of participants. This included the survey,
which demonstrated less participation than anticipated.
Although the implementation period for the change in rounds was a year-long process for
the system, the time period for the DNP project was short. This inconsistency led to inability to
follow data for a significant period of time and did not allow for the full rollout to be captured in
the DNP project. LOS results were delayed by approximately two months, so only one month of
post-implementation data were available to analyze. With the short timeline of the project, this
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made it difficult to assess whether changes in LOS were significant, and therefore whether or not
the project was successful in reducing LOS.
Education was not uniform across units nor disciplines. Many care managers were not yet
trained on their leadership role in rounds. This particularly affected the float care managers, as
they were expected to lead rounds on the unit in which they were working each day.
The toolkit was originally intended for use by unit managers, with the capability to share
the most essential components with staff as appropriate. However, there was misunderstanding
regarding this plan, and the unit managers shared the toolkit in its entirety to the nursing staff.
Due to the busy schedule of a bedside RN, the RNs did not have time to read the whole toolkit,
and missed the critical components. This led to a lack of preparation on the first day of rollout by
many of the RNs. Although quickly corrected, it could have saved time if the RNs had had a onepage educational flier before rollout.
In addition to inconsistent use of the toolkit, rounds continued to be inconsistent, even
after this project, although some inconsistencies were planned. This is seen in the disciplines
present. Unit A included physicians and pharmacists/pharmacy students, where Unit B never had
individuals from these disciplines. The needs for PT differs greatly across units, and the
necessity of included PT in rounds or not, was a frequent discussion.
Implications for Practice and Further Study in the Field
Standardization of IPC and rounds can impact LOS, resource use, and costs (Reeves et
al., 2017). Improvements to the protocol can be made and further standardization can occur.
The QI project was part of a larger, system-wide initiative. Education for the initiative
was implemented gradually throughout the system, and therefore there were an abundance of
care managers and RNs who had not yet been educated on the change or the expectations of their
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roles. This presented problems when float care managers attended daily rounds, or when a care
manager from a different unit was pulled to a unit where the new process had already been
implemented. Providing education to all care managers at the beginning would eliminate these
limitations and allow for a smoother transition. The recommendation is that system-wide
education occur, rather than unit-by-unit. In order to address these needs, materials were created
specifically for care managers and added to the toolkit (Appendix Q).
Prior to rollout on Unit A and B, the toolkit was provided to each unit manager, and they
were instructed to use it to educate the bedside RNs. Due to individual management styles, use of
the toolkit was not uniform between the two managers. There was opportunity to clarify the
expectations of the toolkit, so that it is used consistently across units. To address this
opportunity, the toolkit was rearranged so that the materials were separated based on discipline:
unit manager, care manager, and bedside nurse. This arrangement of the toolkit is demonstrated
in Appendices P, Q, and R. The modified toolkit is now generalizable, and identifies the
materials needed by unit mangers, care managers, and bedside RNs. This toolkit, along with the
audit tools, will make the process standardized as these changes are implemented on the
remaining units in the system. As stated in the limitations, there was not a condensed educational
flier for bedside RNs to read prior to implementation. A one-page flier was designed and
included within the toolkit (see Appendix R).
The audit tools and surveys were not available electronically for much of the project.
Electronic versions are now available, and will be live for the remainder of the initiative within
the system. Recommendations for changes in the daily audit tool are shown in Appendix XX,
and include reduction of repetitive questions, and clarification aiming to objectively answering
subjective questions. The key indicates that if a topic was discussed greater than 75% of the time,
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it can be marked as ‘yes,’ but if it was discussed less than 75% of the time, it is a ‘no’ answer.
An answer should be marked with ‘N/A’ if that particular question does not pertain to the
specific unit.
Physicians are only present at rounds on some of the units within the system, and
patients are not present at rounds in any cases. As physicians are a large determinant of the
patient plan, and part of the collaborative team, it would be extensively helpful for them to be
present at rounds on all units (Li et al., 2018). If this change were to occur, the structure of the
rounds would need to be modified. Providers would address the plan for the day, giving an
update of patient status (Li et al., 2018). Appendix YY demonstrates an example of the structure
to include the provider. This would be adaptable across units who have physician involvement in
rounds. Patients are the ultimate beneficiary of this project, as well as the larger initiative, but are
not involved in the rounds on any units. Modifying collaborative practice to become patientcentered has the potential to improve care planning and advance decision making (Yves et al.,
2010).
Lastly, as discovered during observations of rounds, there was an abundance of
unproductive time while waiting for the next RN. RNs are busy and can have difficulty making
time for rounds. However, prioritization of daily rounds must occur. For this reason, a structured
protocol for signing up for, and coming to, rounds has been specified (see Appendix ZZ).
Future Considerations
Hospital Consumer Assessment of Healthcare Providers and Systems (HCAHPS)
There are multiple components of this project that have the potential to affect HCAHPS.
Scores from HCAHPS are relevant in current health care for a variety of reasons. The Centers for
Medicare and Medicaid Services (CMS) publicly report responses to HCAHPS in order to
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compare hospitals throughout the country, and CMS payments to hospitals are based on
performance (U.S. Department of Health & Human Services, 2018).
Quality measures are analyzed based on results from HCAHPS. The quality measures
that can be affected by this project include communication with nurses, doctors, and regarding
medications, discharge information, and understanding of the plan of care upon discharge (U.S.
Department of Health & Human Services, 2018). IPC and daily rounds improvement has the
potential to affect the quality measures regarding discharge (U.S. Department of Health &
Human Services, 2018). In order to optimize communication with nurses and doctors, bedside
reporting is included as a future consideration.
Bedside Rounds and Inclusion of Patients and Family Members
Patients are the main key stakeholders but are not present for daily rounds. Patient
satisfaction and experience have improved with bedside rounds (Chow, Nikolic, Shetty, & Lai,
2018; Ratelle et al., 2019). Patients involved in patient-centered bedside IPC rounds perceived
providers as more compassionate (Ramirez, Singh, & Williams, 2016), felt communication was
improved (Chow, Nikolic, Shetty, & Lai, 2018), and felt rapport with providers was enhanced
(Shih, Addo-Tabiri, & Sofair, 2018). However, the potential of duration of bedside rounds being
longer than tabletop rounds must be considered (Chow, Nikolic, Shetty, & Lai, 2018).
In addition to the patients, opinions and concerns of family members must be taken into
consideration. One advantage of bedside rounds is it allows the health care team to observe
interactions between patients and family members, and evaluate level of involvement (Sen et al.,
2009). This is an important factor in discharge planning, as patients frequently depend on family
members for care. When family members are involved in discharge planning, they feel more
satisfied, prepared, and knowledgeable about follow-up care (Bull, Hansen, & Gross, 2000).
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Care Management Facilitation/Leadership Preparation
This structure of rounds requires that care managers possess substantial leadership
abilities. In this project, the ability to lead rounds was assumed. In the future, it is suggested that
care managers be sufficiently prepared to assume leadership roles. This could be done through
meetings or educational sessions.
Sustainability Plan
The toolkit was designed with the goal of sustainability. The final version of the toolkit
can be used on all units in the system, and thus does not need modification prior to
implementation. The toolkit includes staff education and quality monitoring tools. Audits were
done in January and February 2019, and feedback was provided to the unit managers (Powell et
al., 2015).
The toolkit was modified several times until a final draft was created in February 2019.
The final draft is a universal toolkit that can be utilized across all units within the system. The
care management leadership team was involved throughout the modifications that took place,
and are supportive of the final toolkit, planning to disseminate the toolkit to the appropriate
stakeholders as the initiative continues to be implemented throughout the system. The care
manager supervisor will maintain and distribute the toolkits moving forward. She has been
provided with both electronic and physical copies.
Rounds will continue to be led by the care manager. Care management leadership
(supervisor or manager) will be present daily during the two-week rollout phase, and then less
frequently after that. Audits will be done weekly by either care management leadership or a unit
manager. Since the audit tools are now electronic, the data from the audits are stored and can be
retrieved from the system. Audit and LOS data is retrieved monthly, and results shared at the
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Physician Advisor Workgroup meetings, which take place every other Monday. Decreased LOS
and avoidable days would indicate improved patient outcomes, which is the ultimate intention of
this QI project and broader initiative.
Rollout audits will be done at the end of each two-week rollout period, by care
management leadership. If it is discovered that a unit is not stable at the end of the two weeks,
the physician advisor and care management leadership will continue to monitor more frequently
until stabilization is achieved. After rollout has occurred on all units, the physician advisors will
attend rounds less frequently, cycling through the units. Throughout this initiative, the physician
advisors will remain available to address patients requiring escalation. The physician advisors
will address the escalated cases, remove barriers, and facilitate the progression of care.
Dissemination of Results
Dissemination occurred in a variety of ways. First, findings were provided to the unit
managers and other key stakeholders in February to April 2019. Second, the final report written,
and outcomes shared at the final defense in April 2019. The key stakeholders involved in this
project were invited to attend. Third, a poster presentation occurred at the system in which the
project was based. Lastly, the project was submitted to Scholar works, and able to reach a
broader audience.
Conclusion
At project completion, it had been demonstrated that optimized IPC rounds reduced LOS
and improved staff satisfaction or understanding. Patient understanding and satisfaction
improved by 11.3% overall. Average LOS on both units decreased from pre- to postimplementation.
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Both units had stabilized daily rounds. This meant that the disciplines involved in rounds
attended, were competent, participative and rounds were conducted as expected. Stabilization
meant that the physician advisor and care management supervisor no longer needed to be present
on a daily basis to assure standard process was conducted. The IPC team members on the two
units were able to successfully complete rounds, to conduct stabilization after 11 days.
Staff knowledge and satisfaction improved with the standardization of rounds, by 11.3%.
LOS decreased from pre- to post-implementation. However, as the initiative moves forward,
further LOS data will offer more robust information and the ability to analyze findings for
statistical significance. Finally, daily rounds have the potential to save the organization
approximately $16,983 per patient due to reducing LOS by way of improved discharge planning
at daily IPC rounds.
Reflection on DNP Essentials
DNP Essential I: Scientific Underpinnings for Practice
Essential I focuses on understanding nursing theories as the foundation for advanced
nursing practice (American Association of Colleges of Nursing, 2006). This essential was
reflected through research and literature review on IPC. Science-based theories were utilized in
the planning and implementation of the project. The implementation toolkit was created based on
evidence.
DNP Essential II: Organizational and Systems Leadership for Quality Improvement
Essential II focuses on utilizing current research to implement evidence-based practice
changes. In performing a literature review to discover current findings, and using this to guide
the project, this essential was met (AACN, 2006). The organizational assessment was done on
two units in this project, and barriers and facilitators were discovered and managed. Meetings
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with stakeholders were an imperative step in planning and agreeing upon the project goals and
implementation process. Communication was open among the students and the IPC team. The
budget was formed, toolkit created based on evidence, and results disseminated appropriately.
Ethical and cultural sensitivity was considered at all steps of implementation.
DNP Essential III: Clinical Scholarship and Analytical Methods for Evidence-Based
Practice
Essential III focuses on ensuring quality care and practice based on evidence and current
available research (AACN, 2006). This project applied this essential by completing the literature
review, evaluating, and analyzing results. Statistical results analyzed included daily round audits,
pre- and post-survey, and LOS data.
DNP Essential IV: Information Systems/Technology and Patient Care Technology for the
Improvement and Transformation of Health Care
Essential IV focuses on the technology utilized in improving health of patients (AACN,
2006). There were several modes of technology utilized in this project including email
communication, Excel to organize and analyze data, and powerpoint to disseminate information.
The toolkit was created using various technology.
DNP Essential V: Health Care Policy for Advocacy in Health Care
Essential V discusses the need to utilize health care policy to advocate for social justice
within the nursing profession and for patients (AACN, 2006). The project utilized literature
review to acquire knowledge regarding IPC. Hospital policy and procedure was studied in
relation to current practice. Education was given for IPC team.
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DNP Essential VI: Interprofessional Collaboration for Improving Patient and Population
Health Outcomes
Essential VI captures the major focus of the project. IPC is an integral component of all
patient care, and is at the foundation of IPC rounds (AACN, 2006). In this project, collaboration
occurred between RNs, CMs, SWs, PTs, pharmacy, management, providers, administration, and
the statistician.
DNP Essential VII: Clinical Prevention and Population Health for Improving the Nation’s
Health
Essential VII focuses on health promotion and risk reduction (AACN, 2006). Decreasing
LOS within an acute care setting can improve quality of life for patients, overall population
health, and reduce costs.
DNP Essential VIII: Advanced Nursing Practice
Essential VIII encompasses the project as a whole, and the incorporated written work.
This essential strives to improve patient outcomes, by utilizing comprehensive thinking abilities
to assess, implement, and create helpful changes (AACN, 2006). An organizational assessment
was performed, relationships built and strengthened, and education provided. The quality
improvement project fits this essential well.
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Appendix A
Burke and Litwin Model of Organizational Performance and Change (Burke & Litwin, 1992).

Adapted from “A Causal Model of Organizational Performance and Change,” by W. W. Burke
and G. H. Litwin, 1992, Journal of Management, 18, 528. Copyright 1992 by Southern
Management Association.
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Appendix B
Average Length of Stay Prior to Implementation: Unit A
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Appendix C
Average Length of Stay Prior to Implementation: Unit B
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Appendix F
SWOT Analysis of the two medical-surgical Units

Strengths
•
•
•
•
•
•
•

Majority BSN-prepared RNs
Communication among staff
Supportive unit managers
Motivated staff
Daily IPC rounds already on Unit A
Unit within large, supportive health
system with vast resources and
forward-thinking mission and values
Motivated staff

Weaknesses
•
•
•

•
•

Opportunities
•
•
•
•

IOM specifies IPC as main goal for
future
Opportunity for IPC enhancement and
standardization
The community is supportive of, and
intertwined with, the health system
Enhance patient care and discharge
planning by improving IPC

Varying LOS
Unit B rounds do not always include
RN
No system-wide policies or protocols
that define “interprofessional” or
“interdisciplinary,” of clarify when
and how IPC teams should be utilized
Inconsistent teamwork between
professions: RNs, providers, care
managers, SWs, and pharmacists
Patients not involved in rounds or
planning of their care

Threats
•
•
•
•

Members of IPC team unwilling to
change practice or add to expectations,
often due to burnout
Differing views on, and definitions of,
IPC
Costs of the salaries of members of
IPC teams
Focus has not been on IPC within
health system
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Appendix H

Table of Evidence from Literature Review
Author (Year) purpose
Connolly
(2016). Determine if
an IPC intervention
decreased avoidable
hospitalization for
long-term care
residents, specifically
with diagnoses of the
‘Big Five’: cardiac
failure, ischemic heart
disease, chronic
obstructive pulmonary
disease, stroke, and
pneumonia.

Design (N) inclusion
criteria
Cluster-randomized
controlled trial
(RCT)
(N=1,998). LTC
facilities, stratified
by bed types, from
low-level rest homes
to full time care at
higher dependency
private hospital.

Intervention (comparison)
1. Baseline facility
assessment, which
demonstrated the
present needs. Study
gerontology nurse
specialist and facility
clinical leadership
developed care plans
for the facility.
2. Link drawn between
resident indicators and
quality of care
3. One-hour IPC team
meetings including
medication review.
Included RNs,
geriatrician,
gerontology nurse
specialist, pharmacist,
and facility general
practitioner.
4. Education was
enhanced and coaching
was provided to LTC
nurses and caregivers.

Results

Conclusion

Admission rates for 5
diagnoses reduced
during 14-month study
period (95% CI=0.540.99, p=0.043) in
control group than
usual care

IPC interaction between
primary, secondary, and
long-term care is
imperative.

Three months postintervention, the
intervention group
was 34.7% less likely
to have an admission
(95% CI=0.49-0.88,
p=0.005).

An intervention using
IPC may reduce the
amount of LTC resident
who have acute
hospitalizations.
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Reeves
(2017). Assessed
impact of practicebased IPC amongst
health and social care
professionals,
compared to usual care
or an alternative
intervention, on patient
health outcomes,
clinical process or
efficiency, or
collaborative behavior
Schubert
(2016). Geriatric
resources for
assessment and care of
elders (GRACE)
program in high-risk
veteran populations to
reduce acute care
usage and costs

Systematic Review
(N=9 studies with
6540 participants).
Individual or clusterrandomized studies,
interventions that
targeted health and
social care
professional, with a
practice-based
intervention to
improve IPC among
>2 professionals
RCT
(N=179). Aged 65
and older; living at
home or in an
assisted living in
Marion County,
Indiana; enrolled in
primary care at
Indianapolis VAMC;
not on dialysis; life
expectancy >6 six
months
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1. interprofessional
rounds
2. interprofessional
meetings, and
3. interprofessional
checklists

Interdisciplinary
rounds decreased
length of stay to 5.46
days compared to 6.06
days in control group
(p=0.006).

IPC rounds, checklists
or other IPC activities
slightly improved
resource use, LOS, and
costs. IPC meetings
slightly improved
adherence to
appropriate practice.

1. In-home post-hospital
transition visit within
seven days by a nurse
practitioner and social
worker
2. Initial visit addressed
medication
reconciliation and
ensured clinic followup.
3. Team returned to home
in 3-4 weeks four
weeks to conduct a
comprehensive
geriatric assessment.
4. Site visits were
discussed with the
GRACE
interdisciplinary team

Medication
management in 89%
of the cases. 7.1%
fewer ED visits
(p=0.59), 14.8% fewer
30-day readmissions
(p=0.19), 37.9% fewer
hospitalizations
(p=0.14) per 100
veterans enrolled per
year.
30-day hospitalization
readmission rate of
9.5% compared to
control group 15.6%.
Estimated savings
$237,303 in the first
year avoiding

GRACE program is
associated with less
acute care use in highrisk older veterans and
has the potential to
contribute to overall
cost savings. GRACE
program is associated
with fewer ED visits,
30-day readmissions,
and hospitalizations.
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Siaw
(2017). Examined
impact of IPC when
managing patients with
diabetes.

RCT
(N=411). High-risk
patients 21 or older
with uncontrolled
type two diabetes
(HbA1c >7%),
polypharmacy
(taking >5 chronic
medications), and
multiple
comorbidities
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meeting including a
geriatrician,
pharmacist, and
psychologist or mental
health liaison. GRACE
team also collaborated
with the PCP and the
veteran.
Compared to usual care control
group.
1. PCP referred patients to
diabetes nurse
educators or dietitians
2. Clinical pharmacists
followed up with
patients every four to
six weeks. This was
done in one of two
ways: visits or phone
calls
3. Each face-to-face visit
lasted 20 to 30 minutes.
These visits were with
one of the following
disciplines: pharmacist,
RN educator, or
dietitian.
Comparison group had no
regular contact with clinical
pharmacists.

$782,408 acute care
costs.

Mean HbA1C reduced
by 0.3% at 3 months,
and by 0.5% after 6
months (p=0.04).

IPC care on clinical
outcomes (reduced
distress and greater
satisfaction).

Mean PAID and
DTSQ scores changed
more in intervention
group (p<0.001).

Cost savings of an
average $91.01 per
patient.
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Site Mentor Acceptance Letter for DNP Project
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Appendix J
The Big Five in Teamwork

Adapted from “The Big Five in Teamwork” by E. Salas, D.E. Sims, & C.S. Burke, 2005, Small
Group Research, 36, 555-599. Copyright 2005 by Sage Publications.
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Kotter’s Eight Step Change Model

Adapted from “Kotter’s Eight Steps” by Kotter Inc. Copyright 2018 by Kotter Inc.
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Appendix L
Daily Audit Tool

Daily Rounds Guideline Audit Tool
This audit tool will be completed by leadership on a weekly basis. This tool will be given to the
Care Management Manager to ensure guidelines of Daily Rounds are being maintained.
Unit: ________________
Date: ________________
Start Time: ___________
End Time: ____________

Disciplines Present (please circle):
1. Care Manager
6. Pharmacist
2. Physician
7. Pharmacy Student
3. RN
8. Unit Manager
4. Physical Therapy
9. Patient
5. Social Worker
10. Other (describe): ____________
Please circle yes, no, or N/A (not applicable) or use a code to indicate what occurred during
interprofessional rounds.
Who was the team leader? (please circle):

1=Care Manager
2=Physician
3=RN
4=Unit Manager
5=Other (describe): __________

1. Was the physician present during rounds?
2. Did the care manager lead rounds?
3. Did the care manager discuss GMLOS?
4. Was the expected discharge date discussed?
5. Was the admission status called out?
6. Was the nurse present during rounds?
7. Was the plan for the day/plan for the stay discussed?
8. Was physical therapy present during rounds?
9. Were therapy recommendations provided?
10. Was discharge planning discussed?
11. Were barriers to discharge needs identified?
12. If discharge barriers exist, is there a plan to escalate?
13. Were there interruptions in the flow of rounds?
14. What else occurred other than listed above? (free text)

YES
YES
YES
YES
YES
YES
YES
YES
YES
YES
YES
YES
YES

NO
NO
NO
NO
NO
NO
NO
NO
NO
NO
NO
NO
NO

N/A
N/A
N/A
N/A
N/A
N/A
N/A
N/A
N/A
N/A
N/A
N/A
N/A
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Appendix M
Rollout Audit Tool

This tool is to track Care Progression Rollout on each unit. Once each unit has met criteria for stability (per the checklist), the care progression team will become a resource to
each unit.
Unit

Leadership
Planning Date

Nursing
Education
Date

Care Progression
Rollout Date

Huddle
Cadence
Stable

Nursing
Adoption
Stable

CM Adoption
Stable

Notes/Barriers:

Stability Checklist:

Huddle Cadence Stable

Nursing Adoption Stable

Care Management Adoption Stable

☐
☐
☐
☐
☐
☐
☐
☐
☐

All team members prepared
Rounds are led by CM
Time interval is less than 30-45 minute timeframe
Participation from each discipline (CM, PT, RN, physician/pharmacist if applicable)
Understand and verbalize the “Plan for the Day, Plan for the Stay”
Discusses GMLOS
CM entering expected discharge date during huddles if not entered
Team calling out all barriers
Leadership is comfortable that majority of nursing staff understand and use the “Escalation Criteria” (Date_______)

☐ Nursing follows the cadence of rounds
☐ Nursing includes “plan for the day” routinely during rounds
☐ Nursing includes “plan for the stay” routinely during rounds
☐ There are no interruptions in the flow of rounds
☐
☐
☐
☐
☐

Leadership is comfortable that staff managing their cases recognize observation patients (Date_______)
Use of GMLOS EHR function
Facilitating huddles
Escalating cases to medical directors as needed
Including expected discharge date
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Appendix N
Care Progression Rollout Survey

Care Progression Rollout Survey
Take prior to and after Care Progression Rollout
Please select your profession from the following list:
1= Care Manager 2=RN 3=PT/OT 4=Physician 5=Unit Manager 6=Pharmacist 7=Other_________

For each of the listed questions, please select the response that best represents your view.
1. I understand the cadence for daily rounds:
Strongly Disagree

Disagree

Neutral

Agree

Strongly Agree

2. There is a need for improved cadence in daily rounds:
Strongly Disagree

Disagree

Neutral

Agree

Strongly Agree

3. I understand the role of each member involved in daily rounds:
Strongly Disagree

Disagree

Neutral

Agree

Strongly Agree

Agree

Strongly Agree

4. I understand my role in daily rounds:
Strongly Disagree

Disagree

Neutral

5. Each member of the team present contributes to daily rounds:
Strongly Disagree

Disagree

Neutral

Agree

Strongly Agree

6. I understand the “Geometric Length of Stay (GMLOS)”:
Strongly Disagree

Disagree

Neutral

Agree

Strongly Agree

7. I know the expected discharge date for patients I care for:
Strongly Disagree

Disagree

Neutral

Agree

Strongly Agree

8. I understand each patient’s plan for the day that I care for:
Strongly Disagree

Disagree

Neutral

Agree

Strongly Agree

9. I understand each patient’s plan for the stay that I care for:
Strongly Disagree

Disagree

Neutral

Agree

Strongly Agree

10. I understand the escalation criteria for care progression:
Strongly Disagree

Disagree

Neutral

Agree

Strongly Agree

11. Each patient’s discharge plan was made clear during daily rounds:
Strongly Disagree

Disagree

Neutral

Agree

Strongly Agree
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Appendix O
Table of Measures
Concept measured

1-Develop a
formal
implementation
Implementation blueprint
Strategies

2-Assess for
readiness and
identify barriers
and facilitators

3-Distribute
educational
materials

4-Involve
executive boards

5-Organize
clinician
implementation
team meetings
6-Stage
implementation
scale up
7-Promote
adaptability

How measured
(tool, survey,
variable)
1-Audit tool
(appendix)
2-Field notes
discussions
with unit
managers and
care
management
team
3-LOS
Survey
(appendix)

When measured

1-Pre/post
implementation
2- Preimplementation
(December 2018)
3-Pre/post
implementation

Pre/Post
implementation at
each observation/
interview session
(November 2018January 2019)
Implementation Post-#distributed; to
Toolkit use
who (discipline);
used (y/n)
December 2018January 2019
Field notes
Pre/Post
implementation
#people qualitative
November 2018February 2019
Field notes
Post implementation
#people qualitative
(what did [in final
paper]) November
2018-February 2019
Audit tool
Post implementation
(appendix)
at 10 observation
(January-February
2019)
1-Audit tool
1-Pre/post
(appendix)
implementation
2-Field notes

Who
measures
Student

Student

Student

Student, Care
Management

Student, Care
Management

Student, Care
Management

Student, Care
Management
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8-Audit and
provide feedback
➢ Ability to
follow
guidelines for
daily rounds
9-Assess
competency of
daily rounds
➢ Current
understanding
of what daily
rounds
represent
10-Audit and
provide feedback
Continuation of
enhanced
discharge
planning during
daily rounds
hospital wide
11-Length of Stay

1-Audit tool
(appendix)
2-Field notes

12-Length of Stay

StrataJazz

Survey
(appendix)

2-Pre/post
implementation
September 2018February 2019
Post implementation
during each
observation and
interview session
(January-February
2019)
Post-implementation
(January to February
2019)

Student, Care
Management

Student

Audit tools
(Appendix L
and Appendix
M)

Weekly during
implementation
January-February
2019

Unit Manager,
Care
Management

StrataJazz

Pre- (7/1/1810/31/18) and post
implementation
(February 2019)
Pre- (7/1/1810/31/18) and post
implementation
(February 2019)

Student,
Director of
Units, Care
Management
Student,
Director of
Units, Care
Management

Patient
Outcomes
System
Outcomes
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Appendix P
Implementation Toolkit: Unit Managers

Welcome to Care Progression
“Plan for the Day, Plan for the Stay”
The purpose of this Toolkit is to provide structured guidelines to roll out care progression optimization and
utilization across the organization.
The Problem:
• Patients across the organization have increased length of stay for many reasons
• Daily rounds can play a role in effective discharge planning
o Ineffective discharge planning can occur if daily rounds are not conducted per guidelines and can
negatively impact the patient
Current Practice:
• Each unit performs daily rounds differently
• Some units do not participate in daily rounds
• Each unit uses different strategies for discharge planning
• Patient needs are not always identified early in the hospitalization
o Increasing the length of stay
Recommendations:
1. Rollout standardized daily rounds guidelines
a. On units who currently do not conduct daily rounds
b. On units where daily rounds are practiced, yet need to be optimized
2. Streamline daily rounds time: < 30-45 minutes
3. Increase RN knowledge regarding:
a. GMLOS impact on patient outcomes
i.
GMLOS: the average LOS for a diagnosis
b. Team escalation criteria for all staff in daily rounds
4. Care Management Guideline:
a. Leads daily rounds
b. Structure of daily rounds:
i.
Introduce the patient
ii.
State GMLOS and LOS
iii.
Identify expected hospital discharge date
1. Discuss avoidable hospital days
iv.
Identify patients who require escalation to physician advisors
1. When escalation occurs: Care Manager contacts physician advisors as needed
5. RN role on all units:
a. To “Plan for the Day”
b. To “Plan for the Stay”
6. Patients will:
a. Be aware of the daily schedule and anticipated discharge date and plan
b. Experience a shorter hospital length of stay
c. Have fewer avoidable hospital days
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Care Progression Rollout Checklist
3 Weeks Prior to Care Progression Rollout (Phase 1)
☐ Unit manager will meet with care management leadership to discuss plan for unit care
progression rollout
☐ Care management leadership will provide the unit manager with Rollout Toolkit and
discuss expectations

2 Weeks Prior to Care Progression Rollout (Phase 2)
☐ Unit manager provides education and pocket cards to RNs while clarifying expectations
☐ Unit manager to contact representative for educational materials

During Care Progression Rollout (usually ~2 weeks) (Phase 3)
☐ Unit manager is present at daily rounds and provides coaching and support to RNs
☐ Care management leadership, Care Management supervisors, and Physician Advisors
present at rounds until guidelines are followed and stabilization checklist is complete

After Care Progression Rollout (Phases 4 and 5)
☐ Care manager will lead rounds
☐ Unit manager will attend daily rounds weekly, or as needed, and recognize when to coach
staff
☐ Unit manager or CM supervisor will perform a weekly audit to ensure daily rounds
follow guidelines
☐ Members of the Care Progression team (care management supervisor and physician
advisors) will continue to attend and coach staff for 3 weeks or until rounds are stable (Phase
3/4)
☐ After the unit demonstrates stability, the Care Progression team will not always attend,
but will be available to coach and offer support. Leadership and Physician Advisors will
attend daily rounds roughly 3 times per week (Phase 4)
☐ Once stability checklist is complete, Care Management leadership will attend rounds
once per week (Phase 5)
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Daily Interdisciplinary Rounds Guideline
Interdisciplinary Collaboration: the involvement of teamwork between at least two different
professions working toward a common clinical goal. IPC is useful for solving complex problems, when
input from multiple clinicians is needed.
Daily rounds must include the following:
1. A designated team member who leads the rounds
2. Individualized patient “plan for the day” and “plan for the stay”
3. Identification of potential discharge or transfer date
4. Identification of barriers and goals for transition
5. Identification of GMLOS
The team leader ensures each discipline contributes the following during daily rounds:
Discipline
Care Manager:

Definition
Leads daily rounds. Ensures timely
progression through rounds (time
keeper). Coordinates discharge
needs and ensures patient
transition to appropriate/safe
environment.
Does not physically interact with
every patient. Care managers take
recommendations from RNs on who
needs to be seen.

Physician:

Summarize plan of care for the day.
Identifies needs for discharge.
Will not be present on all units.

RN:

Discusses patient progress, any
concerns from previous 24 hours.
Bring aspects of care to rounds that
is pertinent to discharge planning.
Brings forward patient input to the
team.
Reviews team discussion with the
patient following rounds.

Examples
• Introduces patient
o Name
o Room number
o Admission date
o Diagnosis
o LOS
o GMLOS
o Expected discharge
date
o Risk Stratification
• Admission Status
• Facilitates transitions
• Insurance
• DME orders
• Discharge needs/barriers
• Expected discharge date
• Anticipated discharge
location
• Plan of care
• Entry of orders
• Plan for the day
o Patient assessment
pertinent to
discharge planning
o Clinical
issues/concerns
• Plan for the stay
o Barriers to
discharge/care
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Physical and
Occupational Therapy:

Social Worker:

Pharmacist:

Unit Manager:

Care Management
Supervisor:
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If anticipating discharge needs,
ensures care management is
involved.

•

Discuss recommendations for safe
discharge.
Review need for PT/OT evaluation.
May not be present daily on all
units.
Discusses psychosocial needs.
May not be present on all units.

•

Discusses medication orders (IV to
PO conversion), monitor
therapeutic levels, antibiotic
stewardship, ensure DVT and GI
prophylaxis.
May not be present on all units.
Provides coaching and feedback to
RNs.
Provides coaching and feedback to
RNs.

•
•
•
•
•
•
•

•

•

Only need to discuss
elements of care that are
barriers, or potential
barriers, to discharge
Has PT/OT been consulted
o If not, is a consult
needed
Last date seen
Therapy recommendations
Social Needs
Addiction concerns
Withdrawal concerns
Medication use/needs
Home medication issues
o Discharge
medication
concerns
Ensures each profession
contributes appropriate
information
Ensures each profession
contributes appropriate
information
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Appendix Q
Implementation Toolkit: Care Managers

ESCALATION CRITERIA FOR PHYSICIAN ADVISORS
WHEN TO START A CONVERSATION
In general, pay close attention to patients with these scenarios:
• There is no clear answer to the question “Why is this patient still here?”
• The anticipated LOS is approaching 15 days with no clear imminent
discharge plan
• Observation Patient that is over 72 hours
• When Ethics is involved
• Running into barriers with provider communication/decision making

RNs: Escalate to Care Management
Care Management: Escalate to Physician Advisors
EXAMPLES:
1. A patient is scheduled for surgery one week from today. There is no other
testing scheduled between today and the surgical date. The patient is
medically stable and not on any IV medications. It is unclear why the patient
needs to remain in the hospital, rather than discharge and come back for
surgery.
2. A patient under observation status is medically stable and there are no plans
for further testing prior to discharge. However, the attending physician
yesterday did not know the patient and did not feel comfortable discharging
them, and the attending physician today will not be rounding on the patient
until the end of the work day.
3. A patient needs to go home on IV antibiotics. The patient is medically stable
to discharge, but they still need a PICC placed. IR cannot schedule them
until tomorrow.
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Care Management Reference Card
ESCALATION CRITERIA
FOR PHYSICIAN ADVISORS

Care Manager Rounds Preparation
☐ Lead and Facilitate Rounds
☐ Introduce the Patient
• Patient Name
• Patient Room Number
• Patient Admission Date
• Diagnosis
☐ State GMLOS and LOS
☐ Admission Status
• Outpatient, Inpatient, or
Observation
☐ Expected Discharge Date
☐ Discharge Disposition Plan
☐ Discharge Needs/Barriers

•

There is no clear answer to the question “Why is
this patient still here?”

•

The anticipated LOS is approaching 15 days
with no clear imminent discharge plan

•

Observation Patient that is over 72 hours

•

When Ethics is involved

•

Running into barriers with provider
communication/decision making

Communication with Physical Therapy
If PT not at rounds, communicate separately
•

Are there updated notes?

•

Are discharge plans consistent with PT
recommendations?

•

Does the patient need PT evaluation in order for
care progression or discharge?
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Appendix R
Implementation Toolkit: Bedside RNs

CARE PROGRESSION
Nursing Education

“Plan for the Day, Plan for the Stay”
Purpose of the change:
• Patients will be aware of the daily schedule / anticipated discharge
plan, and experience a shorter hospital LOS with less avoidable
days
• Reducing LOS saves money
Geometric Length of Stay (GMLOS): The average length of stay according to
diagnosis. The goal is that patients are discharged before they surpass their
GMLOS.
What you need to know:
1. The Care Manager leads rounds.
2. The RN contributes by discussing:
i. PLAN FOR THE DAY
(i) Clinical issues/concerns
ii. PLAN FOR THE STAY
(i) Clinical needs prior to discharge
(ii) Barriers/potential barriers to discharge
Examples:
Patient plan for the Day is that patient is on day 4 of 7 of antibiotics. Continue
to monitor oxygenation. Patient intermittently on 2 L NC, will help with IS use
and monitor on room air.
Patient plan for the Stay is for discharge to SAR once transitioned from IV to PO
antibiotics and stable on room air consistently, should take place in 3 days. No
current barriers for discharge identified.
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Nursing Care Progression Guideline
Definition: Care Progression – The trajectory of a patient’s hospitalization from admission to discharge.
Goal of Care Progression: To identify patients who need progression. To promote interdisciplinary
collaboration on the patient’s treatment and discharge plan.
Objectives:
1. Identify barriers to care progression and need for escalation
a. Examples:
i. Delay in a procedure or surgery
ii. Disagreement in treatment plan
2. Team awareness of the anticipated discharge plan and date.
3. Implement discharge planning based on risk indicators in collaboration with the care team.
4. Enhance interdisciplinary team collaboration
5. Reduce patient LOS and avoidable hospital days
Expected Outcomes:
1. More rapid identification of need for care progression and removal of progression/transition barriers
2. Reduced length of stay
3. Proactive anticipatory versus reactive approach to care progression
4. Improved daily rounds interdisciplinary team work flow satisfaction
RN-Bedside Process:
1. Collaborate with treatment team to identify:
a. Expected Discharge Date:
i. Reinforce education needed prior to discharge
ii. IV prn medications administered within 24 hours can delay discharge date.
iii. Restraints or sitter initiated with 24-72 hours of discharge can delay discharge date.
b. Observation Patient Classification: Plan for Observation Status Education to Units
i. Prioritize observation patient needs and identify areas where care can be expedited
and aggressively pursue discharge.
ii. If provider intends another overnight, contact Care Management team.
2. Review interdisciplinary and ancillary department notes and results, maintain communication
with interdisciplinary team; expedite patient assessments, evaluations and tests.
3. Maintain dialogue with provider(s) (attending and consulting) and Care Management throughout the
hospitalization regarding: patient and/or family goals and concerns, treatment plan for the day and the
stay, and patient progress with potential barriers.
4. Examples of RN dialogue with the treatment team during daily rounds.
• What clinical outcome are you waiting for?
• What concern would you have if patient discharged today?
• What prevents discharge today?
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Daily Rounds Structure
Discipline
Care
Management
Will attend
Daily to Lead
Rounds

Therapy
May be
Present Daily
or
Intermittently
Bedside
Nursing
Attends Daily

Role
Ensures timely
progression through
rounds. Coordinates
discharge needs and
ensures patient
transition to
appropriate/safe
environment.
Does not physically
interact with every
patient. Care
managers take
recommendations
from RNS on who
needs to be seen.
Discuss
recommendations
for safe discharge.
Review need for
PT/OT evaluation.

Discusses patient
progress with any
concerns from the
previous 24 hours.
Bring aspects of care
to rounds that is
pertinent to
discharge planning.
Brings forward
patient input to the
team. If anticipating
discharge needs,
ensures care
management is
involved. Reviews
team discussion with
the patient following
rounds.

Areas to Address
Introduces Patient:
• Patient name
• Patient room number
• Admission date
• Diagnosis
• LOS
• GMLOS
• Risk stratification
• Admission status
(Outpatient, inpatient, or
observation)
• Expected discharge date
• Discharge disposition plan
• Facilitates transitions
• Discharge barriers

Example
“John Doe admitted to Room
55 on 1/7 with community
acquired pneumonia. He has
LOS of 7 days, which is 4
days over GMLOS. Patient is
expected to discharge on
1/17 to SAR as long as he is
able to wean to room air.”

• Has therapy been
consulted?
o If not, is a consult
needed
• Last date seen
• Therapy
recommendations
Plan for the Day
• Clinical issues or concerns
• Patient assessment
pertinent to discharge
planning
Plan for the Stay
• What clinical or other
outcomes (i.e.
guardianship designation)
are we waiting on before
we can safely discharge.
• Barriers to care
progression

“PT/OT is consulted and last
saw patient on 1/12. PT/OT
recommend patient can go
home with no assistance.”

Only discuss needs pertinent
to discharge.

“Patient plan for today is to
continue to monitor oxygen
needs and administer
antibiotics. Plan for the stay
is that we expect patient will
be ready to discharge once
transitioned from IV to PO
antibiotics, which should
take place in 3 days. Has
been on room air since this
morning and oxygen
saturation remains stable.
No current barriers for
discharge identified.”
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Bedside Nurse Reference Card
RN Rounds Preparation
1. Plan for the Day
a. Patient Assessment pertinent
to discharge planning
b. Clinical Issues or Concerns
2. Plan for the Stay
a. What Clinical or other
outcomes (i.e. guardianship
designation) are we waiting
on before we can safely
discharge.
b. Barriers to discharge

Example
Script
Plan for the Day
• Clinical Issues
or Concerns

Plan for the Stay
• Clinical
Outcomes
awaiting
before
discharge
(guardianship,
prior
authorization?)
• Barriers to
Discharge

Example
Patient plan for the Day is
that patient is on day 4 of
7 of antibiotics. Continue
to monitor oxygenation.
Patient intermittently on 2
L NC, will help with IS use
and monitor on room air.
Patient plan for the stay is
for discharge to SAR once
transitioned from IV to PO
antibiotics and stable on
room air consistently,
should take place in 3
days. No current barriers
for discharge identified.
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Appendix S
Budget for Project
Initial Cost: IPC Program Evaluation
Revenue
Project Manager (In-kind donation)

$5,734.00

Team Member Time:
Statistician (In-kind donation)

$292.30

Cost Mitigation:
Cost gained by decreasing LOS by ten days
TOTAL INCOME

$22,450.00
$28,476.30

Expenses
Project Manager (In-kind donation)
Team Member Time:
Statistician (In-kind donation)

$5,734.00

Health system mentor
Unit RN Manager (Time on project, in meetings, and on survey)
Registered Nurses (Time doing survey)
Physician (Time doing survey)

$310
$302.50
$81.23
$8.08

Care Manager (Time at round plus time doing survey)
Internal Physician Advisors (Time at rounds)
TOTAL EXPENSES

$883.66
$3,880.00
$11,492.37

OPERATING INCOME: $16,983.93

$292.30
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Appendix T
Project Timeline
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Appendix U
Audit Results: Daily Rounds Duration, Unit A and Unit B

Duration of Daily Rounds
60

52

50

42

41

40
30

34

32.82
22

20
10
0
Unit A (n=11)
Minimum

Unit B (n=11)
Maximum

Average
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Appendix V
Audit Results: Improvement in Duration of Daily Rounds

Improvement in Duration of Rounds
60
52
50
40

45
38

37

30
20
10
0
Unit A

Unit B
First Day

Last Day

INTERPROFESSIONAL COLLABORATION

87

Appendix W
Audit Results: Disciplines Present in Rounds, Unit A

Disciplines Present in Rounds: Unit A
120
100
80
60
40
20
0
Care
Manager

Physician

RN

Physical
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Social
Worker
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Student

Unit
Manager

Patient
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Appendix X
Audit Results: Disciplines Present in Rounds, Unit B

Disciplines Present in Rounds: Unit B
120
100
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40
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0
Care
Manager
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Unit
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Patient
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Appendix Y
Audit Results: Team Lead, Unit A

Team Lead: Unit A
90

Care Manager, 82

80
70
60
50
40
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20
RN, 9
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Physician, 0

0
Care Manager
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Appendix Z
Audit Results: Team Lead, Unit B

Team Lead: Unit B
120
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Appendix AA
Audit Results: Percentage of Time GMLOS was Discussed in Daily Rounds

GMLOS
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Appendix BB
Audit Results: Percentage of Time Expected Discharge Date was Discussed in Daily Rounds

Expected Discharge Date
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Appendix CC
Audit Results: Percentage of Time Admission Status was Discussed in Daily Rounds

Admission Status
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Appendix DD
Audit Results: Percentage of Time Plan of the Day/Plan of the Stay was Discussed in Daily
Rounds

Plan for the Day/Plan for the Stay
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Appendix EE
Audit Results: Percentage of Time Discharge Plan was Discussed in Daily Rounds
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Appendix FF
Audit Results: Percentage of Time Therapy Recommendations were Discussed in Daily Rounds
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Appendix GG
Audit Results: Percentage of Time Barrier Identification was Discussed in Daily Rounds
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Appendix HH
Audit Results: Percentage of Time Escalation Plan was Discussed in Daily Rounds
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Appendix II
Audit Results: Percentage of Time there were Interruptions During Daily Rounds
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Appendix JJ
Audit Results: Free Text Themes from Daily Audit Tool

% (n)
Time waiting
for next RN

PT
Float care
recommendations managers not yet
not discussed
trained

Unit A

Side
conversation/
off topic
discussion
27% (n=3)

36% (n=4)

27% (n=3)

27% (n=3)

Unit B

54% (n=6)

36% (n=4)

36% (n=4)

0% (n=0)
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Appendix KK
Survey Results: Pre- and Post- Survey Participants

RN
PreSurvey
PostSurvey

Physician

21

Unit
Manager
2

Other

Unknown

Total

1

Care
Manager
0

1

1

26

10

0

0

1

0

1

12
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Appendix LL
Survey Results: Pre- compared to Post-

Pre compared to Post Results
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Appendix MM
Survey Question Results: I Understand the Cadence
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Appendix NN
Survey Question Results: I Understand the Role of Each Member
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Appendix OO
Survey Question Results: I Understand my Role in Daily Rounds
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Appendix PP
Survey Question Results: I Understand the GMLOS
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Appendix QQ
Survey Question Results: I Understand “Plan for the Day, Plan for the Stay”
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Appendix RR
Survey Question Results: I understand the Escalation Criteria
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Appendix SS
Survey Question Results: Each patient’s discharge plan was made clear during rounds

Clear Discharge Plan
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Appendix TT
LOS Results: Unit A
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Appendix UU
LOS Results: Unit B
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Appendix VV
LOS Results: Pre- and Post- Implementation Average LOS
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Appendix WW
LOS Results: One Month Pre- and One Month Post- Average LOS
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Appendix XX
Recommended Audit Tool Change

Daily Rounds Guideline Audit Tool
This audit tool will be completed by CM leadership or the Unit Manager on a weekly basis. This
tool will be submitted electronically to ensure guidelines of Daily Rounds are being maintained.
Unit: ________________
Date: ________________
Start Time: ___________
End Time: ____________
Number of patients reviewed:_______

Disciplines Present (please circle):
1. Care Manager
8. Unit Manager
2. Attending Physician 9. Patient
3. RN
10. Charge Nurse
4. Physical Therapy
11. Physician Advisor
5. Social Worker
12. Care Management Leadership
6. Pharmacist
13. Other (describe): ____________
7. Pharmacy Student
Please circle yes, no, or N/A (not applicable) to indicate what occurred during interprofessional rounds.
Who was the team leader? (please circle):

1=Care Manager
2=Attending Physician
3=RN
4=Unit Manager
5=Other (describe): __________

1. Did the care manager discuss GMLOS?
2. Was the expected discharge date discussed?
3. Was the admission status called out?
4. Was the plan for the day/plan for the stay discussed?
5. Were therapy recommendations provided?
6. Was discharge planning discussed?
7. Were barriers to discharge needs identified?
8. If discharge barriers exist, is there a plan to escalate?
9. The flow of rounds had few to no interruptions?

YES
YES
YES
YES
YES
YES
YES
YES
YES

10. What else occurred other than listed above? (free text)
Key: Yes = > 75%, No = < 75%, N/A = discipline not expected to be at rounds

NO
NO
NO
NO
NO
NO
NO
NO
NO

N/A
N/A
N/A
N/A
N/A
N/A
N/A
N/A
N/A
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Appendix YY
Recommended Structure Change to Include Provider
Discipline
Care
Management
Will attend
Daily to Lead
Rounds

Role
Ensures timely progression
through rounds. Coordinates
discharge needs and ensures
patient transition to
appropriate/safe
environment.
Does not physically interact
with every patient. Care
managers take
recommendations from RNs
on who needs to be seen.

Therapy
May be
Present Daily
or
Intermittently
Provider
Attends Daily

Bedside
Nursing
Attends Daily

Discuss recommendations
for safe discharge. Review
need for PT/OT evaluation.

Summarize plan of care for
the day.
Identifies needs for
discharge.
Will not be present on all
units.

Discusses patient progress
with any concerns from the
previous 24 hours. Bring
aspects of care to rounds that
is pertinent to discharge
planning. Brings forward
patient input to the team. If
anticipating discharge needs,
ensures care management is
involved. Reviews team
discussion with the patient
following rounds.

Areas to Address
Introduces Patient:
• Patient name
• Patient room number
• Admission date
• Diagnosis
• LOS
• GMLOS
• Risk stratification
• Admission status (Outpatient,
inpatient, or observation)
• Discharge disposition plan
• Facilitates transitions
• Discharge barriers
• Has therapy been consulted?
o If not, is a consult needed
• Last date seen
• Therapy recommendations
• Plan for the Day
• Expected Discharge Date
• Barriers to discharge from
providers view

Plan for the Stay
• Clinical issues or concerns
• Patient assessment
• What clinical or other outcomes
(i.e. guardianship designation)
are we waiting on before we can
safely discharge.
• Barriers to care progression
Only discuss needs pertinent to
discharge.

Example
“John Doe admitted to Room
55 on 1/7 with community
acquired pneumonia. He has
LOS of 7 days, which is 4 days
over GMLOS. Patient is
expected to discharge on 1/17
to SAR as long as he is able to
wean to room air.”

“PT/OT is consulted and last
saw patient on 1/12. PT/OT
recommend patient can go
home with no assistance.”
“Patient plan for today is to
continue to monitor oxygen
needs while weaning off nasal
cannula. Expected discharge
date is in 2 days with a
potential barrier related to IV
antibiotics, we will need to
transition to PO antibiotics
tomorrow.”
“Plan for the stay is that we
expect patient will be ready to
discharge once transitioned
from IV to PO antibiotics,
which should take place in 1-2
days. Has been on room air
since this morning and oxygen
saturation remains stable. No
current barriers for discharge
identified.”
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Appendix ZZ
Recommended Sign Up Process Specification for Toolkit

Daily Rounds Structure
Sign-Up Process:
The goal is to have the next RN on stand-by to start rounds once the current RN is complete. This
process will help prevent gaps in discussion, allowing rounds to be more efficient and timely for
all involved.
• The sign-up process used on each unit will be dependent on what works best for the unit, as
determined by the unit manager
o RN order can be determined on a first come, first serve basis
o RN order can be determined utilizing assignments or a sign-up sheet
• The process for presenting to rounds will be as follows:
o First RN and second RN present at initiation of rounds
o Once first RN is complete, they will call the 3rd RN to come to rounds
o The second RN will then call the 4th RN to come rounds
o This process will continue until all RNs have presented at daily rounds

What you can expect at rounds:
1. Care Manager will lead rounds
2. If physical therapy is present, they will present recommendations following the care manager
3. The bedside RN will then present the “plan for the day, plan for the stay”
4. You may see other disciplines present at times, but not routinely. If any of the following
disciplines are present, you can expect them to include the following information:
• Unit Manager
o Provides coaching and feedback to RNs
• Care Management Leadership
o Provides coaching and feedback to RNs and care manager
• Physician Advisors
o Provides assistance with care progression and escalation needs
• Social Work
o Discuss psychosocial needs including addiction and withdrawal concerns
• Physician
o Summarize plan of care for the day while identifying discharge needs
• Pharmacist
o Discuss medication concerns (for example IV to PO conversion)
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Objectives for Final Defense
1. Discuss Clinical Problem: IPC during Discharge
Planning with context of organizational
assessment
2. Summarize literature review
3. Review project plan results and implications for
practice
4. Discuss sustainability and dissemination plan
5. Reflect on DNP essentials

Introduction
• Poor communication among disciplines has led
to 100,000 patient deaths annually
(Lancaster, Kolakowsky,

Kovacich, & Greer-Williams, 2015).

• An estimated $240 billion in annual healthcare
savings with the use of IPC
• The Institute of Medicine, World Health
Organization, and the Joint Commission
support the use of IPC
• Structured daily rounds decrease LOS and
improve patient outcomes
(Nagelkerk, Coggan, Pawl, & Thompson, 2017).

(Menefee, 2014; The Joint Commission, 2013).

(Reeves et al., 2017).

Introduction
• IPC can:
– Reduce hospital readmissions
– Decrease length of stay
– Decrease healthcare costs
– Prevent adverse events
– Decrease mortality
(Menefee, 2014; The Joint Commission, 2013; Jeffs, Dhala, Cardoso, & Bell, 2014).

ORGANIZATIONAL
ASSESSMENT

Framework: Burke & Litwin Causal Model

(Burke & Litwin, 1992)

Facilitators

Burke &
Litwin:

•
•
•
•
•
•
•
•
•
•
•

Mission and strategy
Leadership
Organizational culture
Management practices
Task requirements
Individual skills
Work unit climate
Individual needs and values
Motivation
Individual performance
Organizational performance

Barriers

• Structure
• Organization system

Inconsistencies among units
• Some units participate; while others
do not

Unit
Assessment:
Analysis

Daily interprofessional
rounds
• Not all patients on unit discussed
during rounds
• Patients not involved during rounds
• Does not include all disciplines
• Does not focus on discharge
planning
• Does not include RNs everyday
Lack of guidance for daily
rounds

Baseline LOS Data
Length of Stay for Unit A
8

Length of Stay for Unit B
7

7.4

6

7

6

6
6
5

5.12
4.7
4.47

5.46 5.58
5.25

5.35
4.96 5.11

5.23

5.58
5.12

5.46
5.11
4.87

5

4.81
4.5

5.32 5.35
5.16

4.68 4.68

5.46
4.85 4.92

4.87 4.83

4

4
3
3
2

2

1

1
0

0
Oct-18

Nov-18

Average LOS

Dec-18
Benchmark

Jan-19

12 Month
Average

Hospital Average LOS

Oct-18

Nov-18

Average LOS

Dec-18
Benchmark

Jan-19

12 Month
Average

Hospital Average LOS

IRB Determination
• The university and site Institutional Review
Boards (IRBs) determined the projects were
quality improvement and not research

•
•
•
Key
stakeholders: •
•
•

Patients
Providers (physicians)
RNs
Unit Manager
System Administration
Care Managers

Stakeholders
• Therapists
(occupational and
Other
physical)
stakeholders:
• Pharmacist

SWOT Analysis
Strengths
Unit is within large hospital system with a large amount of resources
Hospital system comprised of forward-thinking mission and values
Sustainable organization at the system, community, and individual levels
Support for collaborative and coordinated care
Participate in interdisciplinary rounds daily during the week
Interprofessional care plan guidelines in place
One provider group (hospitalist) admit to this unit
Pharmacist student assigned to unit, familiar with patients on unit
Motivated leaders, management, and staff that support process improvements
Supportive manager and administration
Fully staffed with no shortages

Weaknesses
New unit
Many of the RNs within this unit have less than 2 years experience with this
being their first nursing job
Medical-surgical unit that takes on a variety of patients with several
diagnosis, no specific diagnosis group
Elevated sepsis re-admission rates
New electronic health record (Epic) implemented in November 2017; staff
not familiar with all aspects of EHR and CPG
Varying length of stays
Often get patients from ICU or direct admits
Interprofessional rounds are table top instead of bedside, missing patient and
family involvement

Opportunities
Improving quality of care through evidence-based practice
Improving outcomes of care and a culture of safety
Improving interprofessional collaboration through enhancing patient care and
discharge planning
Sepsis is a nationwide problem, and is the most common reason for hospital
readmissions
Improving IPC with policies and protocols

Threats
Interprofessional collaboration efforts may not be the priority for this unit
with many other bench markers taking priority (example-fall rates)
Members of the interprofessional team may not “buy-in” to the proposed
practice change
Funding for interprofessional collaboration education and interventions
Staff burnout to education and change with the new EHR role out

Motivated

Participate in

Interprofessional Rounds on
Unit A

Supportive System
Standardization

IPC
Enhancement

Lack of

Inconsistent Levels
of Experience

Guidance
for IPC

Exclude Patients

Quality
Benchmarks

Burnout

Clinical
Practice
Question

“Will optimized
interprofessional
rounds impact
discharge planning to
reduce LOS and
improve staff
satisfaction?”

LITERATURE
REVIEW

Literature
Review

Questions:
1. How does IPC impact
patient outcomes or
readmission rates?
2. Are there interventions
to enhance IPC in adult
patients?
3. Which components of
IPC interventions
promoted IPC within
the acute care setting?

Review Method

• Higher level of Evidence Sought:
– Systematic Reviews
• CINAHL, PubMed, and Cochrane Databases
• Limitations:
– English Language
– Publications since 2015
• Keywords:
– Interprofessional collaboration
– Multidisciplinary team
– Interdisciplinary team
– Adult

Connolly (2016)

• Multidisciplinary interactions with team
meetings and enhanced education for RNs,
interactions between primary, secondary and
long-term care
Reeves (2017)

Summary
of Table

• Systematic review: interprofessional rounds,
meetings, and checklists used
Schubert (2016)
• Interprofessional teams with in-home
transition visits, after discharge from hospital
Siaw (2017)
• Multidisciplinary team visits, pharmacists key
stakeholders

Results: Literature Review
• Interprofessional Team Characteristics:
– Gerontology nurse specialists, geriatrician,
pharmacist, general practitioner, RNs (Connolly et al, 2016).
– Staff included those within LTC, acute-care, and
surgical teams (pharmacist, physicians, RNs…)
(Reeves et al, 2017).

– Geriatrician, pharmacist, psychologist, PCP,
patient (Schubert, Myers, Allen, & Counsell, 2016).
– Pharmacist, RNs, educators, dieticians (Siaw et al, 2017).

Results: Literature Review
• Measures:
– Outcomes:
• Improved IPC among disciplines and decreased LOS (Reeves et al,
2017).

• Decrease readmission rates (Schubert, Myers, Allen & Counsell, 2016)
• Decreased acute care usage (Connolly et al, 2016; Schubert, Myers, Allen &
Counsell, 2016)

• Lowered health care costs (Reeves et al., 2017; Schubert, Myers, Allen & Counsell,
2016; Siaw et al., 2017).

• Improved management of patients with chronic conditions
(Siaw et al, 2017).

Results: Literature Review
• Efficacy:
– Reduced readmissions by 34.7% (p=0.005) (Connolly et al, 2016).
– Decreased LOS of 5.46 days compared to 6.06 days
(p=0.006) (Reeves et al, 2017).
– 14.8% fewer 30-day readmissions (p=0.19) (Schubert, Myers, Allen,
& Counsel, 2016).

– 37.9% fewer hospitalizations (p=0.14) (Schubert, Myers, Allen, &
Counsel, 2016).

• Limitations:
– Variation among interventions and settings
– Inclusion of multiple disciplines with multiple team
sizes

Evidence for Project
• Evidence supports a relationship between IPC
and improved patient outcomes

–Decreased LOS
– Reduced readmission rates
– Improved control of chronic conditions

Project Plan

Project Purpose
• Implement structured daily rounds during
discharge planning on two medical-surgical units
– Ultimate goal: to reduce length of stay and improve
staff satisfaction

• To answer the clinical question:
“Will optimized interprofessional rounds impact
discharge planning to reduce LOS and improve staff
satisfaction?”

Project Objectives
Evaluate

Design
Implement

Evaluate

Evaluate the current practices of discharge planning during daily rounds;
Evaluate staff understanding related to the purpose of daily rounds;

Design a toolkit that included guidelines and audit tools for discharge
planning during structured daily rounds;

Implement structured guidelines to begin and/or optimize daily
rounds; and

Evaluate impact of improved discharge planning during daily rounds
on LOS.

Phenomenon
Model: Big
Five in
Teamwork
(Salas, Sims, & Burke, 2005)

5 Core Concepts:
•
Team Leadership
•
Mutual Performance
•
Backup Behavior
•
Adaptability
•
Team Orientation

Design
Quality Improvement Project
–Improve discharge planning by:
• Structured daily rounds with guidelines
– Patient and System Outcomes:
• Decrease LOS

Setting & Participants• Where: 2 medical-surgical units
–Unit A=24 beds
–Unit B=38 beds

• Who:
–Staff (RNs, physicians, care managers,
unit managers, PT)
–Patients

Implementation Model:

Kotter’s Eight Step Change Model (Kotter, 2017)

Implementation Strategies

Implementation Strategy #1
Develop a formal implementation blueprint
•

Toolkit was developed in December 2018
–

•

Adapted to be utilized across the system
–

•

Designed to provide structure for daily rounds
Includes interprofessional education materials

Measured with audit tool, field notes, discussions by
student
–

December 2018 to January 2019

Implementation Strategy #2
Assess for Readiness and Identify Barriers
and Facilitators
– Observed interprofessional rounds
– Obtained pre-implementation survey
• December 2018-January 2019

Implementation Strategy #3
Distribute educational materials
– Toolkit distributed to RN managers 2 weeks prior
to implementation
– Contained information related to why the change
was occurring, timeline, education for bedside
RNs, expectations, and audit tools.
• Refer to toolkit

Implementation Strategy #4
Involve executive boards
– Attended bi-weekly physician advisor meetings
• Group includes all key stakeholders for daily rounds
project
• Discussed feedback related to project implementation
and LOS data

Implementation Strategy #5
Organize implementation team meetings
– Feedback from RN managers on units who
underwent implementation
• Lessons learned
• Support process moving forward

– Met with RN managers from Unit A and Unit B
• Specific department needs

Implementation Strategy #6
Stage implementation scale up
– Gradual implementation roll out
• System wide, year long process

– DNP Project involved 2 units
• 2 weeks apart

– Measured through audit tool
• Observations December 2018-January 2019

Implementation Strategy #7
Promote adaptability
– Toolkit originally unit-specific
– Adapted toolkit to meet the needs of organization
• Divided into roles (RN manager, CM, Bedside RN)
– CM section included Escalation criteria and reference card
– Bedside RN section included one page flier

• Updated guidelines
• PT schedule
• Daily Rounds structure
– With and without provider
– Sign-up process

– Audit tool utilized to ensure staff adapting well to change
in daily rounds
• Was updated to delete redundancies

Implementation Strategy #8
Audit and provide feedback
– Observed staff during daily rounds
• Utilized daily audit tool

– Feedback provided to RN managers and CM
leadership
• Reviewed at bi-weekly physician advisor meeting

Implementation Strategy #9
Assess clinician competency of daily rounds
– Obtained pre and post-implementation survey
• Pre: December 2018-January 2019
• Post: February 2019

Measures

Initial Cost: A Program Evaluation of Interprofessional
Collaboration during Discharge Planning on a MedicalSurgical Unit
Revenue
Project Manager Time (in-kind donation)
Statistician (in-kind donation)

292.30

Decreased LOS (on average)

22,450.00

TOTAL INCOME

Resources
and
Budget

5,734.00

28,476.30

Expenses
Project Manager Time (in-kind donation)
Statistician (in-kind donation)

5,734.00
292.30

Team Member Time:
Site Mentor

310.00

RN Manager

302.50

RNs (time spent doing survey)

81.23

Physicians (time spent doing survey)

8.08

Care Manager

883.66

Internal Medicine Physician Advisors x 2

3,880.00

TOTAL EXPENSES

11,492.37

NET OPERATING INCOME

16,983.93

Timeline
Obtain
Approval

IRB
Approval

January
2018

Assessment

November
2018

Gather LOS Data
Collect observation
data on IPC during
daily rounds
emphasis on
discharge planning

Assessment of Pilot
unit rounds.
Organizational
Assessment of Unit
A and B.

Nov-Dec
2018
Gather Data

Analyze Data

Dec 2018Jan 2019

Collected survey
results.
Analyzed survey
and audit results
with statistician.

Developed finalized
implementation
toolkit.
Audited rounds on
Unit A and B.
Obtained pre-post
surveys.

Implementation

February
2019

April
2019

Complete Project
Defense
Post final written
project report to
Scholar Works

Complete Defense

Results

Results: Participant Characteristics
• Pre-Post Education Survey
– Completion Rate:
• Pre: 26 individuals
• Post: 12 individuals

– Participants:
•
•
•
•
•
•

31 RNs
2 RN Managers
1 Care Manager
1 Physician
1 “other”
2 unknown

Pre compared to Post Results

Results:
Pre/Post
Education
Survey

70

60

50

40

• Overall frequency of
Answers “Agree” and
“Strongly Agree”
• Improved by 11.3%
– Pre: 62.2%
– Post: 73.5%
– +11.3%

30

20
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0
Strongly Disagree

Disagree

Neutral
Pre-Survey

Post-Survey

Agreee

Strongly Agree

Cadence

Results:
Pre/Post
Education
Survey

80

70
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40

• Understanding of
Cadence:
– Pre: 88.5%
– Post: 100%
– +11.5%
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Strongly Disagree

Disagree

Neutral
Pre-Survey

Post-Survey

Agreee

Strongly Agree

Understand GMLOS

Results:
Pre/Post
Education
Survey

80

70

60

50

40

• Understanding
Geometric Length
of Stay:
– Pre: 11.5%
– Post: 50%
– +38.5%
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0

Strongly Disagree

Disagree

Neutral
Pre-Survey

Post-Survey

Agreee

Strongly Agree

Plan for the Day/Plan for the Stay

Results:
Pre/Post
Education
Survey

90

80

70

60

50

• Understanding Plan
for the Day/Stay:
– Pre: 68.8%
– Post: 87.5%
– +18.7%

40
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Post-Survey

Agreee

Strongly Agree

Escalation Criteria

Results:
Pre/Post
Education
Survey

80
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40

• Understanding of
Escalation Criteria:
– Pre: 61.5%
– Post: 75%
– +13.5%
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Post-Survey

Agreee

Strongly Agree

Clear Discharge Plan

Results:
Pre/Post
Education
Survey

100
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• Understanding of
Discharge Plan:
– Pre: 61.5%
– Post: 90.9%
– +29.4%
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Post-Survey

Agreee
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Results: Participant Characteristics
• Audit of Daily Rounds
– 22 audits performed
• 11 on each unit
• First Audits performed on first day of rollout on each
unit

Results: Audit of Daily Rounds
Timing for Daily Rounds

•

Duration of Daily Rounds:
– Unit A:
• 32.82 minutes
• Reduced by 1 minute
(from day 1 to 11)
– Unit B
• 41 minutes
• Reduced by 7 minutes
(from day 1 to 11)

60
52
50
42

41

40
34

32.82
30
22
20

10

0
Unit A (n=11)

Unit B (n=11)
Minimum

Maximum

Average

Results: Audit of Daily Rounds
DISCIPLINES PRESENT
120
100

100

100

100

100

100
90
80

73

73

73

73

73

60

40
27
20
0

0

0

0

0

0

0
Care Manager

Physician

RN

Physical Therapy

Social Worker
Unit A
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Results: Audit of Daily Rounds
• Team Leader:
– Unit A:
• CM 82%
– Unit B
• CM 100%
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Results: Audit of Daily Rounds
• GMLOS Discussed:
– Unit A:
• 81%
– Unit B:
• 100%
– Overall Average:
• 91%
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Results: Audit of Daily Rounds
• Expected Discharge
Date Discussed:
– Unit A:
• 73%
– Unit B:
• 91%
– Overall Average:
• 82%
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Results: Audit of Daily Rounds
• Admission Status
Discussed:
– Unit A:
• 9%
– Unit B:
• 36%
– Overall Average:
• 23%
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Results: Audit of Daily Rounds
• Plan for the
Day/Stay
Discussed:
– Unit A and B:
• 100%

120

PLAN FOR THE DAY/PLAN FOR THE
STAY
100

100

100

Unit A

Unit B

Overall
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Results: Audit of Daily Rounds
• Therapy
Recommendations
Discussed:
– Unit A:
• 36%
– Unit B:
• 45%
– Overall Average:
• 41%
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Results: Audit of Daily Rounds
• Discharge
Planning
Discussed:
– Unit A and B:
• 100%
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Results: Audit of Daily Rounds
• Barriers to Discharge
Planning Discussed:
– Unit A:
• 91%
– Unit B:
• 100%
– Overall Average:
• 95%
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Results: Audit of Daily Rounds
• Plan for Escalation
Discussed:
– Unit A:
• 54%
– Unit B:
• 64%
– Overall Average:
• 59%

ESCALATION PLAN
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Results: Audit of Daily Rounds
• Interruption to Flow
of Rounds:
– Unit A and B:
• 73%
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Results: Audit of Daily Rounds
• Additional Observations:
– Excessive discussion about details not related to patient
care or discharge planning/side conversation
– Waiting for next RN to come to rounds
– PT input being skipped over or missed entirely
– Float CM unaware of new cadence for daily rounds
– Rounds not starting on time

Results: Length of Stay Unit A

Results: Length of Stay Unit B

Results: LOS Data

• Pre-Implementation (average from October 2018 to December
2018):
– Unit A: 4.96
• National Milliman Benchmark: 5.02
• Hospital Average: 5.35

– Unit B: 4.94
• National Milliman Benchmark: 4.78
• Hospital Average: 5.35

• Post-Implementation (February 2019):
– Unit A: 4.87
• National Milliman Benchmark: 4.98
• Hospital Average: 5.39

– Unit B: 4.80
• National Milliman Benchmark: 5.00
• Hospital Average: 5.39

Results: LOS Data
• Comparing one month prior to
implementation to one month post:
• Unit A Average LOS
– Dec 2018: 4.96 Days
– Feb 2019: 4.87 Days

• Unit B Average LOS
– Dec 2018: 5.32 Days
– Feb 2019: 4.80 Days

DISCUSSION

Limitations
• Short implementation period
• Small sample sizes
– Difficult to evaluate statistical differences

• Delayed LOS results
• Inconsistent utilization of toolkit despite standardization
• Inconsistent education led to confusion in daily rounds
– Hospitalists
– Care managers – competence in leadership
– RNs

• Inconsistent key stakeholder buy-in across system
– Hospitalist involvement

Implications for Practice
• Improved discharge planning will decrease LOS,
and improve patient outcomes
• Improved LOS will decrease healthcare costs
• Toolkit created can impact staff satisfaction and
LOS
– Evidence-based

(Green & Johnson, 2015; Henneman, Kleppel, Hinchey, 2013; Institute for Healthcare Improvement, 2010; Kenaszchuk,

Reeves, Nicholas, & Zwarenstein, 2010; Li et al, 2018).

– Guideline provides structure that allows for
standardized daily rounds

Recommendations for the Future
• Organization-wide education
– All team members should be educated at the same time

• Include providers in daily rounds systemwide
– Development of provider involved structure for rounds
(provided in toolkit)

• Patients included
(Connolly et al, 2016; Reeves et al, 2017; Schubert, Myers, Allen, & Counsell, 2016; Siaw et al, 2017).

• Physical therapy involvement
• Recommendations need to be included during daily rounds
(provided in toolkit) (Falvey et al, 2016)

Future Considerations

• HCAHPS (U.S. Department of Health & Human Services, 2018)

– Quality measures affected by IPC rounds:
• Communication with nurses, doctors, regarding medications
• Discharge information
• Understanding discharge plan

• Bedside Rounds including Patents and Families
– Patients perceive providers as more compassionate (Ramirez, Singh, &
Williams, 2016)

– Improved communication (Chow, Nikolic, Shetty & Lai, 2018)
– Enhanced rapport(Shih, Addo-Tabiri & Sofair, 2018)
– Families feel more satisfied, prepared, and knowledgeable
about follow-up care (Bull, Hansen, & Gross, 2000)

• Care Management Leadership Education

Sustainability Plan
• Managed by Care Management Leadership
– Physician Advisor Workgroup

• Adapted toolkit to meet the needs of the organization
• Staff Education in toolkit (RN Manager, CM, Bedside RN)
– Toolkit will be distributed by care management leadership to
unit managers

• Quality monitoring tool (Daily and Rollout Audits)
– Provided in toolkit
– Continued by physician advisor group (electronic format)

• Survey
– Provided in toolkit
– Distributed electronically by unit managers to staff

Dissemination
• Presented to key stakeholders
– Care Manager Leadership
– Poster presentation at organization

• Presented at DNP final defense
• Paper published via Scholar Works

Conclusions
• Standardized IPC daily rounds improve staff
satisfaction
– Improved by 11.3% (small improvement)

• Structured daily rounds improve LOS
– Limitation: duration of project

• Daily rounds could save the organization roughly
$16,983 per patient through a reduction in LOS
by improving IPC related to discharge planning

DNP ESSENTIALS

DNP Essentials Reflection
Essential I: Scientific Underpinnings:
•
•
•
•

Research on IPC during discharge planning
Literature review on IPC during discharge
planning
Use of science-based theories to implement
Created implementation toolkit based on
evidence

Essential II: Organizational and
Systems Leadership:
•
•
•
•
•
•
•
•

Essential III: Clinical Scholarship and
Analytical Methods for EBP:
•
•

•

Literature review
Analyzed daily rounds audits, pre and postsurvey results, and LOS data
Evaluation of statistical results

Organizational assessment
Met with stakeholders including
organizational leaders
Communicate with IPC team
Assess barriers and facilitators
Created implementation toolkit based on
evidence
Developed a budget
Disseminated results
Ethical and cultural sensitivity

Essential IV: Information Technology:
•
•
•
•

E-mail communication
Use of Excel to organize and analyze data
Maintain patient confidentiality
Created implementation toolkit based on
evidence

DNP Essentials Reflection
Essential V: Healthcare Advocacy:
• Hospital policy and procedures versus
current practice
• Literature review
• Education

Essential VI: Interprofessional
Collaboration:
• Collaborate with IPC stakeholders:
• Nursing, CM, PT, Pharmacy,
Management, Providers, Social
Work, Administration, Statistician

Essential VII: Clinical Prevention and
Population Health
• Decreasing LOS within acute care to
improve overall population health
• Quality of life
• Cost

Essential VIII: Advanced Nursing
Practice:
• Organization assessment
• Relationships
• Education
• Quality improvement project for
improved patient outcomes

•
•
•
•
•
•
•
•
•
•
•
•
•
•
•

•
•
•
•
•
•
•
•
•
•
•
•
•
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